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Each 100 cc. of Lotion Surfadil provide: 


local 
antihistamine . . Histadyl®. . . 2Gm. 


» 
topicalanesthetic . Surfacaine® . . 0.5 Gm. 
adsorptive and 
protective cover . Titanium Dioxide . 5 Gm. 


The Surfadil coating also acts as a translucent 
“shield” to deflect the sun’s rays. 


&S HI E LD Ss Available in spillproof, unbreakable plastic 
containers of 75 cc. and in pint bottles. 
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CLINICAL REMISSION 
IN A“PROBLEM” ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.” 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘“‘chronic’’ condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


Decadron) 


TREATS MORE PATIENTS MORE EFFECTIVELY 


&p MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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USE OF COZYME* IN THE PREVENTION OF POST- 
OPERATIVE INTESTINAL ILEUS. 


A COMPARISON STUDY 


| i peer aap alcohol is proving to be 


another valuable weapon in the treat- 

ment and prevention of postoperative 
paralytic ileus.’:*.* As a vitamin, its impor- 
tance to the animal body was first noted in 
1940‘ when the deficiency syndrome in the 
dog, including nausea and vomiting, was de- 
scribed. This complex symptomatology sug- 
gested a disorder of the parasympathetic ner- 
vous system. A few years later® a similar pan- 
tothenic acid deficiency study in rats revealed 
distention of the small bowel and absence of 
all peristalsis. If pantothenic acid was given 
before death, the animals recovered com- 
pletely. 

Lipman, 1948,° discovered that coenzyme A 
is a pantothenic acid derivative just as cocar- 
boxylase is a thiamin derivative and coenzy- 
mes I and II are niacin derivatives. As such, it 
has been shown to include an amazing number 
of synthetic reactions including the acetyla- 
tion of choline, a necessary process for main- 
tenance of normal bowel tone. 

Perhaps of equal importance for under- 
standing the use of d-pantothenyl alcohol in 
postoperative ileus is the work of Severinghaus 
and Rubin’ who have shown that there is 
usually an increase in the urinary excretion 
of the B vitamins, including pantothenic acid, 
following an operative procedure. 

Method of Study 


One-hundred patients undergoing a wide variety of 
surgical procedures were used for the control study. 
They were observed for return of bowel function fol- 
lowing surgery. Peristalsis and passage of flatus or 


*Cozyme—trade name of d-pantothenyl alcohol kind- 
ly supplied by Travenol Laboratories, 
Incorporated, Morton Grove, Illinois. 
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The writer has found Cozyme to be a most 
valuable agent in prevention of postoperative 
paralytic ileus, both in abdominal and other 
surgery. The substance has no ill effects and 
has proven most usefull. 











feces were used as guides in this study. In addition, 
time intervals necessary for continuance of intranasal 
gastric intubation were noted. Those surgical patients 
undergoing procedures which were not abdominal, 
such as venous stripping, subtotal thyroidectomies, etc. 
were observed for signs of ileus since the stress of 
anesthesia and surgery may produce an ileus on the 
basis of urinary excretion of the vitamin rather than 
the reflex paralytic ileus which may follow manipula- 
tion of the bowel. 

When the control study was completed a similar 
study was run on one hundred patients undergoing 
similar surgical procedures who received Cozyme in 
the immediate postoperative period. The dosage was 
2 ml. (500 mg.) immediately following surgery, re- 
peated again two and twelve hours later. 


Results 


Those patients receiving Cozyme had return 
of intestinal motility 0-6 days sooner than the 
controls. In the young age group where minor 
abdominal procedures were performed, there 
was little difference between the control and 
non-control patient, bowel function returning 
within 24 hours. In the older age groups where 
the surgical procedures were of a major na- 
ture, those patients receiving Cozyme dis- 
played a striking difference when compared 
to the controls. Peristalsis returned 0-6 days 
sooner and the period of nasogastric intuba- 
tion was considerably shortened. In about 
40% of these patients the spontaneous passage 
of feces occurred before enemas were given. 
This usually occurred on the third or fourth 
postoperative day. 





Abdominal distention was found in six of 


the Cozyme cases but was of a minor degree. 
In contrast, 25 of the control group had dis- 
tention, eight of these developing a severe 
ileus necessitating colon tubes and continuance 
of gastric suction up to eight days. One pa- 
tient receiving Cozyme who was operated 
upon for acute suppurative appendicitis, had 
return of peristalsis and passage of feces 
despite copious drainage of pus from the op- 
erative site lasting up to ten days. 

Five patients receiving Cozyme in the im- 
mediate postoperative period later reported 
that they no longer felt the need for cathartics, 
although each had been habituated to cath- 
artics for many years. 

Very little intestinal atony was noted in the 
patients whose surgical procedures 
extra-abdominal. It was observed that while 
peristalsis returned at about the same time 
following surgery, pantothenic acid lessened 
the need for agents which help in the elimina- 
tion of feces. Bladder catheterization tended 
to be less when Cozyme was given. 

There were no reactions noted in any of the 
patients receiving d-pantothenyl alcohol. In 
no instance was it felt that any undue stimulus 
to the bowel had occurred, and cramping-type 
pains were non-existent. 

Discussion 

Paralytic ileus is a distressing problem in 
postoperative patients. Zollinger” raises the 
question of gastrostomy in those patients 
where the need for gastric intubation may be 
prolonged, since the discomfort of these tubes 
remains long in the patient’s memory. Not only 
does the patient complain of discomfort from 
the nasogastric tubes, distention, and frequent 
intravenous fluids, but the morbidity is in- 
creased from the physiologic disturbances that 
accompany ileus. Respirations are affected in 
that diaphragmatic excursions are limited by 
the abdominal distention. There is functional 
loss: of blood into the interstitial vessels and 
an extracellular deficit since this fluid is drawn 
into the lumen of the atonic bowel. The dis- 
tention created in the bowel results in con- 
current nausea and vomiting with additional 
losses of fluid and electrolytes. Enemas, if re- 
tained at this time, add to the distention. 

Naturally, the more rapid the return of 
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bowel function, the less physiologic disturb- 

ance is apt to occur. Following a brief period 

of atony and return of bowel function, fluids 
drawn into the gut return to the extracellular 
spaces. Fluids may be taken orally, lessening 
the need for intravenous feedings and cor- 
rections of electrolyte imbalances. Further, 
the drug decreases the necessity of venesection 
in those debilitated patients with poor veins. 

In this study it was found that Cozyme 
definitely shortened the period for intravenous 
fluids and intubation by speeding the return 
of bowel function. This is particularly notice- 
able in the older patient undergoing a lengthly 
and major surgical procedure. The elderly pa- 
tients, particularly those with chronic pul- 
monary disease, or other chronically debilita- 
ting states, are more apt to have a mild to 
moderate deficiency of all the vitamins. These 
are the patients in whom gastric and colonic 
tubes are routine procedures since ileus may 
manifest itself for many days. Since d-panto- 
thenyl alcohol is not a stimulant to the bowel 
it may be used freely, even when intestinal 
anastomosis has been performed. 

Summary 

1. One-hundred patients undergoing a wide 
variety of surgical procedures were studied 
for return of bowel function. Another one 
hundred patients were studied in a similar 
manner, but in addition received Cozyme 
in the postoperative period. 

2. The return of intestinal motility was 
shortened by 0-6 days in those patients re- 
ceiving Cozyme. 

3. The need for intranasal gastric intubation 
and intravenous fluid therapy was consider- 
ably shortened. 

4. No reactions were noted in any of the pa- 
tients receiving Cozyme. 

5. Cozyme may be given freely, even in those 
patients undergoing an intestinal anasto- 
mosis, since it is not a stimulant to the 
bowel. 

6. Five patients who received Cozyme in the 
postoperative period volunteered informa- 
tion that cathartics, to which they had been 
habituated, were no longer required. A long 
term follow-up study has not been made. 
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MAMMALIAN BITES 


he supersonic pace of men and things 
is today is too great to spend time in con- 

sideration of such an ordinary item as 
an animal bite, but I warn you, the con- 
sequences of a neglected wound of mammalian 
origin can be just as morbid, if not mortal, as 
our most modern gadget for destruction of 
life or limb. 


During the winter training period for race 
horses, we hear of stable boys and riders being 
bitten by their charges. Most of these bites in- 
volve the hand, foot or shoulder and because 
these parts are usually covered by clothing, 
the bites are seldom serious. On the other 
hand, because of his powerful jaws, a horse is 
capable of inflicting dangerous wounds of a 
tearing nature involving skin, muscle and 
bone. 

In rural areas, seldom a “butchering time” 
goes by without a number of farmers being 
rushed to the hospital because they were bit- 
ten by a hog, fighting for its life. Because of 
the circumstances, these hog bites vary from 
simple lacerations, as though made with a 
sharp knife, to some of the most hideously 
mutilating wounds imaginable. The angry hog 
attacks in a series of rapid rushes in which his 
sharp, curved tusks rip and lacerate skin, 
~ From Veterans Administration Hospital Columbia, 
South Carolina. The statements and conclusions pub- 
lished by the author are the result of his own study 
and do not necessarily reflect the opinion or policy of 
the Veterans Administration. 

Presented at the Annual Meeting of the South Caro- 
lina Chapter, American College of Surgeons, in Col- 
umbia, S. C., November 1959. 


Note. Dr. Lippert is now Area Chief of Surgery, 
Veterans Administration, Columbus, Ohio. 
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When man is bitten by man or by an animal, 
infection in the wound is the most likely sequel. 
Although each mammal bite may have peculiar 
characteristics, the basic principal in the treat- 
ment consists of intensive washings with soap 
and water, debridement, and simple gauze 
dressing. Delayed wound closure in most in- 
stances is advisable. Although many bacterial 
organisms have been found in various bite 
wounds, it appears that the infrequently cul- 
tured Pasteurella family are the significant 
organisms to be found in this type of wound in- 
fection. The wide distribution’ of Pasteurellae 
in mammals is presented in chart form with 
notes on the appearance and cultural character- 
istics of this bacterial family. 











muscle and tendon. The wounds are usually 
heavily contaminated by filth and soil bacteria. 

Nearly a half million people in the United 
States report that they have been bitten by a 
dog each year. Probably an additional one 
tenth that number are bitten under circum- 
stances that do not seem to warrant official 
record. Dog bites vary from simple puncture 
wounds to irregular jagged lacerations. In the 
far north, Alaska, and other areas where dogs 
are beasts of burden, these half wild animals 
frequently attack children or persons in iso- 
lated places. The wounds, if not mortal, are 
horrible to see. Those who survive are dis- 
figured and often heal with distorted bodies 
due to extreme cicatrization. 

Human bites come from two principal 
sources; self-inflicted and those incurred in 
brawls. It is not uncommon in mental institu- 
tions to see persons nervously chew and suck 
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their fingers, causing maceration and infection. 
In street brawls, the index and middle fingers 
are frequently injured as the bare fist strikes 
an opponent's teeth. Sometimes, when the 
fighters are in close contact, one adversary will 
lock his teeth in his opponent’s nose, ear, or 
cheek. Monkey bites resemble human bites 
and usually are seen among attendants in lab- 
oratories and zoological gardens. Gloves are 
usually worn by these attendants and bites are 
seldom reported except when there are wound 
infections. 

Most people who report a cat bite have 
really been scratched. The typical cat bite is 
a group of small puncture wounds of the skin 
of the hand or face. Although the original bite 
may be hardly noticeable, in a few days it is 
followed by a local abscess that heals slowly, 
with marked edema and, if near a bone, osteo- 
myeitis is common. 

In 1948 the City of Baltimore, as a public 
health project, began to require the reporting 
of all rat bites. Usually the rat bite consists of 
one or two puncture wounds on an exposed 
skin surface. On the other hand, it has been 
said that a rat may attack a sleeping child and 
bite away considerable portions of flesh. Re- 
porting rat bites in Baltimore was intended as 
a check on the rat population but most rat 
bites were reported from areas known to have 
a lesser rat infestation. 

Prognosis 

Whether the wound resulting from a mam- 
malian bite is large or small, the prognosis is 
not dependent upon the extent of trauma, but 
rather upon the bacterial contamination of the 
wound. Tetanus is always to be feared and B 
Welchii is not unlikely in domestic animal 
bites. Dog bites always carry the stigma of 
rabies, but only a small number of dogs who 
bite, do it because they are rabid. It has been 
mentioned that a cat may bite a person after 
it has devoured a part of a rat infected with 
the spirochete morsus muris and thereby trans- 
mit a form of “rat bite fever”. In that con- 
nection, there are apparently two types of “rat 
bite fever”, which are clinically similar but 
with different bacteriology. Sodoku (Japanese, 
which means rat poison) by culture shows a 
spirochete, identified as morsus muris or bor- 
ellia muris. On the other hand, a mycotic rat 


bite fever has been found to result from in- 
fections by Actinomyces muris, Streptobacillis 
moniliformis or Haverhillia multiformis. Typi- 
cally after the bite of the infected rat an in- 
cubation of from two to thirty days may pass, 
when the apparently healed wound again be- 
comes tender followed by the characteristic 
generalized disease process. The rat bite is 
also associated with the bubonic plague. Al- 
though the rat is not the transmittor of 
P. pestis, he is the host to the flea, Xenopsylla 
cheopis, which infects man through the flea 
bite. 
Management 

Opinions differ as to proper management of 
all mammalian bites. All sorts of cauterizations 
have been practiced during the ages. These 
are of little value. Where specific diseases such 
as rabies and tetanus are of concern, specific 
antitoxin or antigen should be administered. 
Otherwise debridement of all ragged devital- 
ized tissue should be followed by scrubbing 
with liberal amounts of soap and water. Where 
wounds are extensive, the wound edges should 
be approximated only loosely and roughly. A 
cosmetic wound closure should be reserved 
for only the unusual case as a primary pro- 
cedure, but rather carried out after all evi- 
dence of infection has subsided. A massive hot 
wet pack is the wisest form of early dressing. 
Study has produced a rather startling finding 
in regard to infection in mammalian bites. It 
is true that from time to time Vincent's organ- 
isms, Friedlander’s bacillus, staphylococcus 
albus and aureus, streptococci both anaerobic 
and aerobic, and many spirochetes and fusi- 
form bacilli have been found in pus of animal 
bites which were believed to have a casual 
relation to the infection. It has been deter- 
mined that few of these are really pathogens 
but rather follow the invasion of a more in- 
sidious member of the group Pasteurellae. 
Smith and Conant’ cited an instance of 66 
cases of Pasteurella multocidia infections in 
human beings. One-half of these cases showed 
definite contacts with animals. They included 
21 cat bites, 4 dog bites, 1 rabbit bite and 1 
panther bite. The remaining five or six had 
been exposed to the carcasses of cattle, pig or 
rabbit. It was the opinion of those workers 
that many human pasteurella infections occur, 
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other than those manifested by local infections 
following animal bites. The illness is incor- 
rectly diagnosed as influenza, inasmuch as the 
clinical symptoms of both diseases have a 
similar character and the pasteurella group of 
bacteria have a superficial resemblance to 
H. influenza. This brings us to a description 
of the diseases common to man, produced by 
identified members of the pasteurella group of 
bacteria, briefly summarized in the following 
table. 


Pasteurellae are aerobic but can be cultured as 
facultative anerobes. The temperature range for 
growth ranges from 0° to 42° Centigrade but it is 
most profuse at 28° C. On plain or blood agar, after 
24 hours incubation, the colonies of bacteria are 
small, round, glistening, transparent, colorless and 
umbilicated with rough edges. No true hemolysis 
occurs in blood agar but a surrounding darkened ring 
can often be seen about a colony. After four or five 
days growth, the colonies are mucoid due to develop- 
ment of capsular material. In broth cultures, when 
covered with a layer of oil, stalactite is characteristic 
but not diagnostic because some strains fail to grow 


Figure 1 
PASTEURELLAE KNOWN TO BE PATHOGENIC FOR MAN 


Bacterial Identification 


. P. tularenisis (ulceroglandular fever ) 
. P. pestis (bubonic plague) 

. P. pseudo-tuberculosis 

. P. hemolytica 

. P. multocidia 


of WN 


The following additional infections, although 
not common, have been known to have been 
transmitted to man from animals as is indi- 
cated in the following chart. It is to be ob- 
served that this group make up a sub-list 
under 5 in the first chart. 


Habitat 


Rodents and fowls 
Xenopsylla cheopis (rat flea) 
Guinea pigs, rabbits and mice 
Cattle and sheep (pneumonic) 
See Figure 2 


in this manner. Further cultural characteristics show 
that nitrates are reduced to nitrites, hydrogen sul- 
phide may show a small amount of indol production 
and gelatin is not liquified. Loefler’s media is not 
liquified by pasteurellae and they do not show coagu- 
lation of acidulated litmus milk. Also it has been 
noted that pasteurellae do not form gas in cultures 


Figure 2 


PASTEURELLAE MULTOCIDIA 


me 


Bacterial Identification 


Avicidia, *aviseptica, cholera gallinarum 
*Boviseptica, P. septica, bollingeri, vituliseptica 
Bubaliseptica 

Cuniculicidia, *lepiseptica 

Equiseptica 

*Muriseptica, muricidia 

Quiseptica 

Suilla, *suiseptica, suicidia 

Feliseptica 

Caniseptica 


Habitat 
Fowl (cholera) 
Domestic cattle 
Buffalo (Barbone) 
Rabbits 
Horses 
Wild rats 
Sheep 
Swine 
Cats 
Dogs 


*Ordinarily not considered as communicable to man but some rare human infections 


from this group have been reported. 


Pasteurellae are frequently missed in 
ordinary smears of pus from wounds because 
of their pleomorphism, often resembling ex- 
cessively decolorized cocci in Gram stain 
smears. A more complete description of their 
morphology and cultural characteristics fol- 
lows as an aid in their identification. 
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containing glucose, maltose, lactose, manite and sali- 
cin, even after ten to fifteen days culturing. Morpho- 
logically, pasteurellae are short, plump rods, 0.5 mm. 
in width and 1.5 mm. to 1.75 mm. in length. The 
bacilli occur singly, as pairs and in short chains. They 
are pleomorphic, being more pronounced in older 
cultures. Bizarre forms can be produced in forty-eight 
hours on plain agar if sodium chloride is added. The 
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organism is non-motile and non-spore forming. It 
is Gram negative and shows bi-polar staining when 
the smear is air dried and alcohol fixed. 

Fortunately, it has been found that our com- 
mon antibiotic preparations are very effective 
in control and cure of all of the pasteurellae 
infections. It was demonstrated in 1946 that 
streptomycin was almost specific against tula- 
remia. Later it was found that aureomycin, 
(tetracycline) followed by terramycin, (oxy- 
tetracycline) was most effective against all 
pasteurellae. It is probable that some of our 
more recent antibiotic preparations are just as 
effective or more so than aureomycin or terra- 
mycin. 

Summary 

When man is bitten by man or an animal, 
infection of the wound is almost the rule. Al- 
though each type of bite may have its peculiar 
characteristic, the basic form of treatment con- 
sists of intensive washing with soap and water, 





debridement and simple gauze dressing. De- 
layed wound closure is advisable and only 
after all signs of infection have subsided under 
hot wet dressings. Most bacteria found in 
mammalian bite wounds are not pathogenic 
but various members of the pasteurellae group 
of organisms, although found as usual in- 
habitants of the apparently normal mammalian 
mouth, may be serious invaders of the tissues 
when entrance is gained through a bite. For- 
tunately, pasteurellae are sensitive to ready 
available antibiotics, which should be freely 
administered in all forms of mammalian bites. 
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MURDER BY ASA (Aspirin) 


REGINALD E. GREGORY 
Greenville, S.C. 





66 octor, I have been giving my child 
D aspirin for a fever for four days and 

I just cannot break it. He now has a 

rash and I am just wondering if he has the 
measles. I think maybe you should see him.” 

This is not an uncommon occurrence. In 
many cases the clinical course up to this point 
coincides with measles before the appearance 
of the rash. In this case the treatment with the 
aspirin has been perfectly satisfactory; how- 
ever, in just as many cases the distribution of 
the rash, the appearance of the throat, and a 
throat culture yielding beta hemolytic strep- 
tococci, confirms the diagnosis of scarlet fever. 
In this instance it is ironic that one of the two 
drugs that is most beneficial to rheumatic fever 
is probably, in many cases, to blame for the 
occurrence of rheumatic fever and nephritis 
following a streptococcic infection. 

The Pharmacological Basis of Therapeutics, 
by Goodman and Gilman, lists the following 
uses of salicylate: anti-pyresis, analgesia, re- 
lief of colds and grippe, uricosuric action in 
gout, and anti-inflammatory action in rheu- 





The popular fallacy of the true efficacy of 
aspirin is deplored, and the dangers of reliance 
upon it as a cure are emphasized. Proper tre- 
strictions to avoid poisoning are advocated. 








matic fever. However, preceeding the uses, 
the pharmacology lists undesirable side effects. 
In bold face type is listed ACUTE SALICY- 
LATE POISON. Other undesirable reactions 
listed are skin eruptions, gastrointestinal symp- 
toms, disturbance of the acid balance of 
electrolyte structure of the plasma, and 
hemorragic phenomena. 


The following quotation is taken from the 
book noted above: ‘Salicylates are widely 
used in medicine and are indiscriminately 
employed by the laity for every conceivable 
ailment. When one considers that overnight 
a million pounds of aspirin alone are con- 
sumed yearly in the United States, the high 
incidence of toxic reactions to salicylate is not 
surprising. Fortunately, most of these cases 
are mild and inconsequential; however, salicy- 
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late poisoning can result in death and the 
drug should not be used as a harmless house- 
hold remedy. Idiosyncrasy is also a cause of 
untold responses to salicylate. Furthermore, 
renal and hepatic insufficiency or hypopro- 
thrombinemia enhances the possibility of 
salicylate poisoning when larger doses are 
ingested. Children with fever and dehydration 
are particularly prone to intoxication from 
relatively small doses of salicylate. . . . The 
majority of the properties attributed to sali- 
cylates by the laity and for which they are 
widely used have no existence in fact.” 

It is unfortunate that the anti-pyretic effect 
of aspirin has made it a cure-all for practically 
all diseases. By some unfortunate method, or 
methods, the vast majority of the population 
has been educated to think that all that is 
necessary to cure any disease is to lower the 
temperature. On the aspirin bottle or package, 
which is so readily obtained from the drug- 
store without prescription, the manufacturer 
has cautiously placed the words, “if fever per- 
sists, see your doctor”. However, the de- 
pendence upon lowering the temperature as 
a cure-all, and the confidence that has been 
instilled in the public concerning the curative 
powers of lowering fever, obviates the neces- 
sity of the parents’ observing this precaution. 

Statistics as to the number of deaths caused 
indirectly by the use of aspirin are not ob- 
tainable. However, the idea that all that is 
needed to cure any disease is to bring the 
temperature down, doubtless accounts for a 
vast number of deaths through the postpone- 
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ment of treatment of serious infectious dis- 
eases. Further, and probably of more signifi- 
cance, this dependence upon aspirin as a cure- 
all probably accounts for a greater number of 
cripples due to rheumatic fever, heart disease 
and nephritis because of inadequate treat- 
ment. The side effects of salicylates as listed 
by Goodman and Gilman are, in my opinion, 
secondary to the number of deaths and crip- 
ples caused indirectly by the dependence upon 
aspirin, and the false feeling of security that 
is occasioned by lowering the temperature— 
Nature’s agent for combatting infection. 

In my opinion, there are far more reasons 
for aspirin being a prescription item than most 
antibiotics. I dare say that the number of 
deaths due to salicylate intoxication far ex- 
ceeds the number of deaths due to penicillin 
or other antibiotics taken orally. The urticarial 
reactions of antibiotics, especially penicillin, 
may occur more frequently than those due to 
salicylates. However, if the patient has taken 
an antibiotic, there is a chance that he might 
be doing something to bring the infection 
under control; whereas using aspirin brings 
the temperature down and robs the patient 
of Nature’s defense against infection and in 
many cases actually puts the patient in worse 
condition. At the same time, however, the pa- 
tient has a feeling of security because he feels 
better with the temperature lowered. 

It is my opinion, further, that salicylates 
should be made a prescription item and the 
indiscriminate use of aspirin be publicized 
under the caption “Murder by ASA”. 


259 








ESOPHAGEAL VARICES 


here are few conditions which present 
T themselves as abruptly and as emer- 

gently as massive hemorrhage from 
esophageal varices. A physician confronted 
with this problem must institute measures im- 
mediately to control the hemorrhage and re- 
place the blood loss. Many times these pa- 
tients are too ill to have diagnostic studies 
such as an upper gastrointestinal roentgeno- 
gram done. Bed side diagnostic procedures 
must be relied upon heavily. 

It is generally accepted that an increase in 
portal venous blood pressure is due to ob- 
struction to the portal venous system. This ob- 
struction may either be intrahepatic or extra- 
hepatic. The intrahepatic variety accompanies 
the advanced stage of various disease pro- 
cesses which produce an abnormal histological 
pattern in the liver; a pattern characterized by 
hepatic cellular destruction and increased 
periportal fibrosis.’ Many of the basic mechan- 
isms are at present the subject of much in- 
vestigation. There has been good evidence 
advanced that portal hypertension is due to 
sinusoidal outflow obstruction.’ In the extra- 
hepatic variety it is difficult to consider causes 
for the portal hypertension other than the 
mechanical obstruction provided by the ob- 
literated lumen of the portal vein." The portal 
vein obstruction is congenital in origin or due 
to thrombosis from various causes. Womack’ 
advanced the theory that arterio-venous fistu- 
lae in the submucosa of the stomach and 
lower esophagus might be responsible for 
portal hypertension. There has been much 
speculation as to the cause of rupture of these 
varices once they have formed. The two con- 
ventional explanations for hemorrhage are 
rupture due to increased pressure or rupture 
due to ulceration from esophagitis.* 

At least 60% of patients having cirrhosis 


PORTAL HYPERTENSION AND BLEEDING 


R. RANDOLPH BRADHAM, M.D. 


Assistant Professor of Surgery, Medical College of South 
Carolina. 


CHEVES McC. SMYTHE, M. D. 

Assistant Professor of Medicine and John and Mary R. 
Markle Scholar in Medicine, Medical College of South 
Carolina. 





Proper treatment of the patient who is bleed- 
ing massively from esophageal varices will sal- 
vage many of them. 

Cirrhosis of the liver is the most common 
cause of portal hypertension. Extrahepatic ob- 
struction of the portal vein, most often seen in 
children, is a less common cause. Approximately 
60 per cent of patients having cirrhosis also 
have esophageal varices. Bleeding from varices 
accounts for 25 per cent of the deaths in these 
cirrhotic patients. About 50 per cent of the 
patients having hemorrhage will die during the 
first bleeding episode. 

Diagnostic measures include roentgenograms 
of the esophagus, splenoportograms, and 
splenic pulp pressure. Control of the massive 
hemorrhage and replacement of blood are the 
first objectives. A Sengstaken-Blakemore tube 
with gastric and esophageal balloons is used to 
compress the varices. Following the _ initial 
hemorrhage, rehabilitation of the damaged liver 
must be instituted. Presence of associated 
hypersplenism must be evaluated. A definitive 
operation to decempress the portal venous sys- 
tem must then be done. The operation of choice 
is the anastomosis of the portal vein to the in- 
ferior vena cava. Other shunt procedures such 
as a spleno-renal or a caval-superior mesenteric 
are sometimes indicated. 

Cases are discussed. 











will have esophageal varices. Not all of them 
will bleed from these varices, however. 
Hemorrhage accounts for approximately 25% 
of the deaths in patients having cirrhosis of 
the liver. Of those having a hemorrhage, ap- 
proximately 40 to 60% will die with the initial 
hemorrhage.’ The great majority of the sur- 
vivors will probably die within two years from 
subsequent hemorrhage. Recurrent hemor- 
rhage can be effectively prevented by ade- 
quate surgical decompression of the portal 
system.” 

It is the purpose of this paper to outline the 
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emergency treatment for the massive hemor- 
rhage, diagnostic methods available to differ- 
entiate hemorrhage due to varices from other 
types of upper gastrointestinal hemorrhage, 
rehabilitation of the patient and preparation 
for definitive operation following hemorrhage, 
and the operations available to decompress 
adequately the portal venous system. 


Control of Hemorrhage 


In the majority of patients bleeding from 
esophageal varices, the hemorrhage can be 
controlled with the use of a Sengstaken-Blake- 
more double balloon, triple lumen tube.’ This 
tube will decompress the varices in the cardia 
of the stomach and in the lower esophagus. 
The third lumen allows aspiration of the 
stomach. The flow of blood is usually re- 
versed, coursing from the liver through the 
coronary vein, through the varices, and on 
into the azygos system. Inflation of the bal- 
loon in the stomach alone will often compress 
the varices adequately. Therefore, the tube is 
inserted, the gastric balloon is inflated, and 
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Figure I 


A doubte balloon, triple lumen tube properly placed 
in esophagus and stomach. Diagnostic as well as 
therapeutic value of tube demonstrated by detection 
of bleeding from other sources when varicosities are 
collapsed. 
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slight traction made on the tube to engage it 
in the cardia. If hemorrhage does not stop, the 
esophageal balloon is then inflated. Adequate 
instructions for use of these tubes accompany 
them. This tube serves as an excellent diag- 
nostic tool as well as a therapeutic measure. 
If blood can be aspirated continually from the 
stomach after the tube is in place with both 
balloons inflated, it is probably coming from 
a source other than the varices. (Figure 1) If 
bleeding stops, it is our policy to leave the bal- 
loons inflated for a period of 24 hours and 
then to deflate first the esophageal and then 
the gastric balloon. If bleeding recurs, both 
balloons are then inflated for another 24 hours. 
Recurrent bleeding after deflation for the 
second time at the end of 48 hours is usually 
an indication for direct attack on the varices. 

Direct transthoracic ligation of these varices 
is indicated when hemorrhage is not con- 
trolled by the use of the above tube. The chest 
is opened through the 7th or 8th intercostal 
space and the esophagus opened by a vertical 
incision in its lower end. The varices are over- 
sewn with a continuous suture throughout 
their length. Many times these will extend into 
the cardia of the stomach making it necessary 
to extend the procedure to this area. The per- 
forated varix can most often be found readily. 
This will provide adequate temporary control 
of the bleeding. This procedure must not in 
any way be construed as definitive treatment 
for bleeding esophageal varices. It should not 
be undertaken in the presence of such signs 
of hepatic failure as deep jaundice, a bleeding 
diathesis, confusion, or coma. 

There are some clinics which have em- 
ployed the emergency portal-to-systemic ven- 
ous shunt to decompress the portal system. It 
is applicable only in very good risk patients 
who have adequate liver function. We have 
not used the shunt procedure for emergency 
treatment of these patients. 

Diagnosis 

History and physical examination will im- 
mediately give some indication as to whether 
or not a patient is bleeding from esophageal 
varices. A history of cirrhosis, jaundice, hepa- 
titis, or prolonged alcoholic intake are all in- 
dicative of varices being present in the eso- 
phagus. Findings such as ascites, distended 
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abdominal veins, jaundice, a palpable liver 
or spleen necessitate inclusion of portal hyper- 
tension in the differential diagnosis. As men- 
tioned above, the double balloon, triple lumen 
tube is very useful as a diagnostic tool. After 
hemorrhage and shock have been controlled, 
a barium swallow can be done which will 
reveal varices in 80 to 90% of the cases in 
which they are present. The varices will give 
the lower end of the esophagus a rather rag- 
ged appearance with many filling defects. 
(Figure 2) Esophagoscopy has been effective- 





Figure 2 
Esophagogram demonstrating varicosities as filling 
defects in lower esophagus. 


ly used but this can be a hazardous and un- 
rewarding procedure in the patient bleeding 
massively from esophageal varices. It must be 
done by someone expert in its use, if it is to 
be helpful. 

An emergency bromsulphalein (BSP) test 
is of great value in screening patients for liver 
disease and in separating from the group with 
acute gastrointestinal hemorrhage those in 
whom varices should be sought. Body weight 
is estimated and bromsulphalein is given intra- 
venously in a dose of 5 mg./kg. Greater than 
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15% retention at the end of 45 minutes is con- 
sidered to be a positive test. In a recent study 
of 95 patients in whom this test was done, 
there was but one false negative test.” By this 
it is meant that one patient with retention of 
less than 15% at 45 min. was found to have 
varices. The presence of a positive test does 
not prove that varices are definitely present, 
but approximately 50% of the group with 
positive tests will be found to have varices 
when they are carefully searched for. 

One of the most valuable diagnostic pro- 
cedures is percutaneous serial splenoporto- 
graphy. It is essential that this procedure be 
done in order to locate the obstruction to the 
portal system preoperatively so that the proper 
surgical approach can be made. It consists of 
injecting a water soluble contrast media into 
the spleen with serial x-ray films taken one- 
half second apart. This can be done with local 
anesthesia in adults but a general anesthetic is 
necessary with children. An 18 gauge needle 
is inserted directly into the spleen. If the 
spleen extends below the costal margin, it can 
be inserted below the costal margin into the 
spleen. If the spleen is not palpable, the 
needle can be inserted in the 9th intercostal 
space in the posterior axillary line. It is neces- 
sary for the patient to be apneic for the few 
seconds that it takes to insert the needle. The 
needle should extend for two or three centi- 
meters into the splenic pulp. If it is properly 
placed, there is a constant drip of blood when 
the stylet is removed. A short length of rub- 
ber tubing is inserted between the needle and 
the syringe so that the needle may move with 
respiration. The needle should not be kept 
stationary at any time that the patient is 
breathing because of the possibility of 
lacerating the spleen. The dye is injected 
rapidly and multiple film exposures are taken 
at the end of injection. The technique for this 
procedure has been well described." If care- 
ful attention is paid to the details of the tech- 
nique, complications will be minimal. Visual- 
ization on splenoportogram of reflux into the 
major tributaries making up the portal vein, 
increased collateralization, and actual demon- 
stration of esophageal varices are diagnostic 
of portal hypertension. 

Figure 3 is a splenoportogram on a small 








Figure 3 
Splenoportogram demonstrating normal portal system 
without signs of portal hypertension. 


child who was suspected of having bled from 
esophageal varices. His splenic pulp pressure 
was only 200 mm. of water and his spleno- 
portogram was normal. This child had an en- 
larged spleen and hypersplenism but this was 
not associated with portal hypertension. The 
spleen was removed and no shunt procedure 
done. The value of splenoportogram before 
operation is well demonstrated in Figure 4. 
This child had splenomegaly and_hyper- 
splenism and had bled massively from the 
upper gastrointestinal tract. His splenic pulp 
pressure was 350 mm. of water. The spleno- 
portogram demonstrates very well a block in 
his portal vein with reflux into the coronary 
vein and into the esophageal varices. Because 
his portal vein could not be used, splenectomy 
combined with a splenorenal shunt was done. 
Figure 5 is the splenoportogram done on a 
child believed to have an extrahepatic portal 
vein block. As can be seen by the splenoporto- 
gram, there was an intrahepatic block with 
reflux into the collateral circulation. The cor- 
onary vein and filled 
readily. The splenic pulp pressure was 360 


esophageal varices 
mm. of water. The splenoportogram is carried 
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Figure 4 


Splenoportogram demonstrating extrahepatic portal 
vein obstruction with reflux of dye into the coronary 
and esophageal veins. 


out immediately before operation so that if 
there is any undue bleeding from splenic 
puncture it can be corrected at operation. We 
have had only one patient with a significant 
amount of blood in the peritoneal cavity at 
operation. 


Splenic manometry, another useful adjunct 
in diagnosis, is combined with splenoporto- 
graphy. A high degree of correlation has been 
observed between the values of the pressure 
in the splenic pulp and the extent of portal 
congestion and Panke, 
Rousselot and Moreno’ have used splenic 


collateralization." 


pulp manometry as an emergency test in the 
differential diagnosis of acute upper gastro- 
intestinal bleeding in 113 patients and have 
found it to be 90% accurate in the determina- 
tion of the presence or absence of esophago- 
gastric varices in patients bleeding from the 
upper gastrointestinal tract. In all of their 
patients with the pressure in the splenic pulp 
over 290 mm. of water, bleeding was from 
esophageal varices. In all of their patients in 
which the splenic pulp pressure was below 
250 mm. of water, the bleeding was from some 
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Figure 5 
Splenoportogram demonstrating an intrahepatic ob- 
struction with reflux into the coronary and esophageal 
veins and increased collateralization. 


other site. There were only 11 patients with 
pressures between 250 and 290 mm. of water, 
four of whom were bleeding from varices and 
seven from some other site. We have not used 
this as an emergency measure to differentiate 
bleeding from other causes but in the elective 
cases we have found a good correlation be- 
tween the splenic pulp pressure and the pres- 
sure in the portal vein at operation. A spinal 
fluid manometer is used and filled with nor- 
mal saline. The manometer is connected to 
the rubber tubing and the bottom held 12 
cm. above the plane of the table. This pressure 
can be taken just preceding the injection of 
the contrast media for the splenoportogram. 


MEDICAL MANAGEMENT DURING AND 
FOLLOWING THE ACUTE 
HEMORRHAGE 


Treatment of the Acute Hemorrhage 

Patients who have bled from esophageal 
varices must face not only the problem of 
exsanguinating hemorrhage, but also the 
deleterious effect of the bleeding on an already 
diseased liver. Those individuals with extra- 
hepatic portal block are an exception to this 
and will be discussed below. Therefore, as in- 
tensive medical treatment as possible should 


be delivered to these patients once their 
hemorrhage has been controlled, whether it 
stops spontaneously, or whether the use of the 
Sengstaken-Blakemore tube has been neces- 
sary. 

Vigorous blood volume replacement with 
the freshest whole blood available is necessary 
to combat the hypotension or shock. Since 
hemorrhage has been demonstrated to cause 
decreased hepatic blood flow experimentally 
in dogs,’* it can be assumed that the already 
diseased livers of the patients are subjected 
to deleterious anoxia if the patients are al- 
lowed to remain hypotensive for any period 
of time. Transfusions should be given liberally, 
and if any transfusion is indicated, these in- 
dividuals should get at least a liter of blood. 
In the emergency situation, a colloid such as 
dextran is certainly not contraindicated. 

Oliguria often accompanies liver failure. 
When this situation is encountered, one must 
consider the intake and output of fluid with 
the same care as is necessary in any other in- 
dividual with decreased urinary output. 

Clotting defects are also a part of the clini- 
cal picture of hepatic failure. Individuals may 
have increased prothrombin times even in the 
absence of jaundice. Therefore, a 
should be made for a coagulation defect, and 
in so far as possible, if such a defect is dis- 
covered, it should be corrected. Bleeding time, 
clotting time, prothrombin time, and platelet 
counts should certainly be determined. 
Wherever possible, a fibrinogen level should 
be estimated. In the presence of a low pro- 
thrombin time, vitamin K, oxide (Mephyton ) 
should be given slowly intravenously in 50 
mg. dosages. If a low fibrinogen level is 
demonstrated, fibrinogen can be obtained 
from Red Cross Blood Centers and should be 
given intravenously in 2 to 4 gram dosage. 


search 


Vitamin C, 500 mg. intramuscularly, should 
be given daily. The water soluble B-vitamins 
should be administered intramuscularly or 
intravenously to these patients after a hemor- 
rhage. This is especially true in the alcoholic. 
There is no conclusive evidence that agents 
such as methionine, concentrated 
crude liver, liver extract, etc. are beneficial in 
these patients. Their use is not contraindi- 
cated, however, and in the depleted alcoholic 


choline, 
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with a liver infiltrated with fat, many physi- 
cians feel that such lipotropic agents are of 
therapeutic value. 

The most feared complication of bleeding 
from the esophageal varices is hepatic failure 
with hepatic coma. Current thinking indicates 
that this syndrome is connected with the ab- 
sorption of excessive quantities of the break- 
down products of the blood from the gastro- 
intestinal system. Its presence is usually in- 
dicated by the development of the alternating 
flexion-extension tremor when the extremities 
are held in extension which has been called 
the “liver flap”. This physical sign should be 
sought for at least twice a day in individuals 
who have experienced a major hemorrhage 
from esophageal varices. Other signs are con- 
fusion, memory loss, mild stupor, incoherence, 
incontinence, and excessive drowsiness. There- 
fore, elimination of the blood from the in- 
testinal tract is important. This is best ac- 
complished with purges of either magnesium 
or sodium sulphate given by mouth and fre- 
quent cleansing enemas. An attempt should 
be made to wash any blood out of the 
stomach if it is there in large quantity. 

The blood is digested in part by the action 
of normal intestinal bacterial flora. These or- 
ganisms are best eliminated by the oral ad- 
ministration of neomycin and kanamycin in 
dosages in the order of 8 to 12 grams per 
day."' This medication should be given when 
blood is in the gastrointestinal tract or hepatic 
coma is present or threatening. Other anti- 
biotics designated to sterilize the gastro- 
intestinal tract are not as effective. 

Many of these patients die of pulmonary in- 
fection. The presence of the esophageal bal- 
loon certainly tends to increase this hazard be- 
cause of the possibility of aspiration. Prophy- 
lactic antibiotics are not as effective in pre- 
venting this complication as is intelligent 
nursing care. A special nurse is of very great 
value. These patients should be helped with 
expectoration. They should be turned fre- 
quently and encouraged to breathe deeply. If 
there are any signs of developing infection, 
this should be treated immediately and vigor- 
ously. The choice of the antibiotic is indicated 
by the character of the organism present in 
the sputum and the type of infection. 
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Catheters left inlying for more than three or 
four days will be followed by a urinary tract 
infection. Even though an inlying catheter is 
a necessity in many of these individuals, it 
should not be used unless necessary. Fever 
may be a sign of hepatic necrosis. Fever ac- 
companied by very high white blood cell 
counts with a large percentage of polymor- 
phonuclear leucocytes and hepatic tenderness 
is suggestive of active hepatic necrosis. This 
picture is also accompanied by increasing 
jaundice usually. 

Especially in the alcoholic, some form of 
delirium is not uncommon. One must balance 
the necessity for control of this delirium 
against the fear of oversedating these patients 
and precipitating them into coma and thus ex- 
posing them to all of its complications. Agents 
such as the phenothiazines are probably bet- 
ter used here than large doses of the barbitu- 
rates. Meperidine, morphine and Levo-Dro- 
moran should be used with great care. There 
is no contraindication to the use of barbitu- 
rates, but running orders should not be written 
and the patient should be carefully evaluated 
before each dose. The same is true of par- 


aldehyde. 


Rehabilitation Following the Acute 
Hemorrhage 

The hazards of exsanguinating hemorrhage, 
hepatic failure, and infection will cause the 
death of many individuals with severe hepatic 
disease who bleed from esophageal varices. 
Those patients who survive the acute phase 
continue to need careful management. 

Bed rest in the hospital is of great value in 
the care of individuals with chronic liver dis- 
ease. This simple therapeutic technique is 
perhaps the most difficult to administer. As 
long as the patient is showing improvement 
but remains with a tender enlarged liver, 
every effort should be made to keep this in- 
dividual from working. These people should 
be given a high calorie diet containing ade- 
quate amounts of protein and large quantities 
of carbohydrate. Some patients with badly 
compromised livers will not be able to tolerate 
as much as 100 Gm. of protein a day, but most 
patients can and should be given this much. 
Vitamin supplementation is indicated. In the 
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alcoholic, absolute withdrawal from alcohol is 
mandatory. The period of rehabilitation 
should last until a patient fails to show further 
signs of improvement. If an operation is con- 
templated, it must be remembered that this is 
a formidable procedure and the patient should 
be in optimum condition for it. Follow up, 
however, should be close enough so that the 
patient does not escape long enough to have 
another hemorrhage. 

In a selected few patients, esophageal 
varices have been demonstrated to disapper 
under so-called conservative medical manage- 
ment. Also, varices have been demonstrated 
in the presence of acute hepatic disease. It 
should be stressed, however, that this is un- 
usual, and any patient who has survived a 
single hemorrhage, whether major or minor, 
from esophageal varices should be considered 
a potential candidate for a portal to systemic 
venous shunt. For many reasons, many of 
these patients will not be suitable for opera- 
tion, but all should be evaluated with this in 
mind. 


FACTORS IN SELECTING PATIENTS 
FOR OPERATION 

Previous experience with large numbers of 
cases has divided these patients into two 
groups. The first of these is the group with 
extrahepatic portal block who have no liver 
disease. These individuals characteristically 
have many hemorrhages and survive them un- 
eventfully. This is a relatively uncommon syn- 
drome. It should be suspected in younger per- 
sons who are bleeding from varices and in 
those individuals who have no history of any 
liver disease. The presence of this blockade of 
the portal vein extrahepatically is best proven 
by splenoportogram which has been discussed 
above. Any of these individuals who have 
varices and who are of sufficient age should 
have a surgical attack on the portal venous 
system. 

The group with intrahepatic portal blockade 
are those with portal blockade secondary to 
liver disease and can be further divided into 
three more classes as far as operation is con- 
cerned. The first of these contains the in- 
operable patients. These are individuals with 
deep jaundice, advancing liver disease, ascites, 


and peripheral edema. This group of patients 
has very little chance of surviving a procedure. 
They are the group whose liver disease is so 
advanced that their death will probably result 
from hepatic failure before they have a chance 
to bleed to death. The salvage rate of such pa- 
tients is so low at this stage of the disease that 
operation must be postponed in the hope that 
they will improve to fall into one of the lower 
risk groups."* 


In decreasing order of importance, the fol- 
lowing factors have been shown to affect the 
mortality rate of portacaval shunt: ascites, 
edema, jaundice, hypoalbuminemia, prolonged 
prothrombin time, high bromsulphalein reten- 
tion, a highly positive cephalin flocculation 
test, hepatomegaly, and the presence of spider 
angiomas. The more obvious any one of these 
signs is, and the more of them that are present, 
the higher the mortality rate will be. In the 
class which falls into the high risk category, e.g. 
those with very large livers, serum albumin of 
just 3 Gm. per cent, mild jaundice (bilirubin 
less than 2 mg./100 ml.), BSP retention over 
10%, a 3 or 4+ cephalin flocculation test, and 
minimal edema but no ascites, the mortality 
rate is approximately 30%. If the liver disease 
in these patients is stabilized, and has been so 
for a period of time, and they have survived 
one hemorrhage but obvious varices remain 
in the esophagus, most writers feel that this is 
an acceptable risk to take. These patients 
should be subjected to operation once they 
are made aware of the implications of their 
situation. The good risk group has none of the 
above signs present. These are people with a 
better hepatic reserve, stabilized liver disease, 
definitely present varices, and the history of 
one hemorrhage. In this group the operative 
mortality rate is approximately 10% and cer- 
tainly operative therapy is indicated. 

The medical care of these individuals does 
not end with their operation. The operation is 
designed only to protect them from the single 
hazard of exsanguinating hemorrhage. There- 
fore, once the operation has been successfully 
completed, they should be followed medically 
with careful attention to such details as ade- 
quate rest, adequate diet and abstinence from 
alcohol and vitamin supplementation. 
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OPERATIONS 

After the patient has been prepared for 
operation, the procedure should be delayed 
no longer because of the possibility of recur- 
rent hemorrhage. Two of our patients have 
bled severely in the hospital on the day prior 
to scheduled operation. A procedure must be 
done which will attain protective decompres- 
sion of the portal system. The portal blood 
pressure should be reduced below 250 mm. of 
water for prevention of recurrent hemorrhage. 

At the present time, the most effective pro- 
cedure for decompressing the portal system 
and preventing subsequent hemorrhage is the 
anastomosis of the portal vein to the inferior 
vena cava.':*:*-**.’* The advantage of this 
procedure is that both veins are large and 
thick walled so that a large shunt measuring 
over 1 cm. in diameter can be accomplished. 
The incidence of postoperative occlusion of 
this shunt from thrombosis is low. Decompres- 
sion is effective and recurrent bleeding after 
shunt is infrequent. Although this operation is 
now generally accepted as the most effective 
one for preventing subsequent hemorrhage, 
there is considerable controversy as to the 
method of construction of the shunt. Whether 
or not to divert all of the portal blood by a 
direct end-to-side portacaval shunt or only a 
portion of it by a side-to-side shunt is the point 
at issue. The advantage of the end-to-side 
portacaval shunt is that all splanchnic blood 
collected in the portal vein is delivered 
directly into a lower pressure system, effecting 
maximal decompression." ** Longmire’ favors 
the side-to-side anastomosis because it pre- 
serves the normal pathway of the portal blood 
to the liver. He believes that there is some evi- 
dence to suggest that, with the transient 
changes in portal pressure associated with nor- 
mal activities, a portion of the portal blood may 
intermittently pass beyond the shunt into the 
liver, and that this may, in part, be responsible 
for the satisfactory results obtained. Warren 
and Muller*® also favor the side-to-side porta- 
caval shunt but for a different reason. They 
present evidence to show that the overall 
hemodynamic effect in cirrhosis is a post-sinu- 
soidal outflow obstruction which leads to an 
elevation in the hepatic sinusoidal pressure. 
As this increases, the sinusoidal pressure ex- 
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ceeds the free portal vein pressure and leads 
to a spontaneous conversion of the portal vein 
to an outflow tract from the liver. Therefore, 
it is their feeling that the side-to-side porta- 
caval shunt is desirable as it preserves the 
portal vein as an outflow tract from the liver 
for decompression of the intrahepatic sinu- 
soidal hypertension which is present. 

Suffice it to say, that both types of porta- 
caval shunts have given very good results in 
decompressing the portal system. There are 
many more details of the controversy between 
the best method of establishing this shunt 
which do not warrant discussion here. Rous- 
selot, Moreno and Panke"* reported no in- 
cidence of postoperative bleeding from rup- 
tured varices in a series of 45 end-to-side 
portacaval shunts. They also found that the 
circulation of the portal blood through gastro- 
esophageal varices or other collaterals was no 
longer observed in splenoportograms after the 
establishment of a direct end-to-side porta- 
caval shunt. 

The splenorenal shunt enjoyed a certain 
amount of popularity for a while but the dis- 
advantages of this shunt, so well cited by 
Partington,’ have caused most clinics to give 
it up. The wall of the dilated vein may be ex- 
cessively thin and there may be little of it be- 
yond the tail of the pancreas. Mobilization of 
additional splenic vein is time consuming be- 
cause of the numerous thin wall tributaries 
from the pancreas. Sharp angulation between 
splenic and renal veins may occur. The in- 
cidence of postoperative occlusion of the 
splenorenal shunt with subsequent hemor- 
rhage is much higher than with the portacaval 
shunt. The splenorenal shunt has its place in 
cases in which the portal vein itself is ob- 
structed and can not be used for a portacaval 
shunt. It also has its place in certain cases in 
which there is a rather marked hypersplenism 
in which it is necessary to remove the spleen. 

Other procedures have been utilized 
especially when neither the portal nor splenic 
veins are satisfactory for construction of a 
shunt. Clatworthy and Boles** have described 
and used a shunt between the superior mesen- 
teric vein and the inferior vena cava in chil- 
dren. Resection of the varix-bearing area in 
the proximal stomach and distal esophagus 
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can be done if there is no other alternative. 

Shunt procedures in children, especially 
those below ten years of age, have proved 
quite disappointing. The problems have been 
well brought out by several authors.'’: *" The 
problems revolve around the facts that the 
veins with which shunts can be constructed 
are small and thin walled, making shunts of 
adequate caliber almost impossible. For- 
tunately, many of these children have an 
extrahepatic obstruction without liver damage 
and can tolerate many bleeding episodes very 
well. Direct ligation of the varices often offers 
significant palliation. This can be repeated as 
necessary until the child is old enough to have 
a venous shunt constructed which will be large 
enough to decompress effectively the portal 
system and remain patent. 

Summary 

Management of patients having esophageal 
varices complicated by acute hemorrhage in- 
cludes emergency treatment to control the 
hemorrhage, rehabilitation following cessation 


of hemorrhage, and definitive operations to 
prevent recurrence of hemorrhage. When this 
cannot be accomplished, many of these pa- 
tients will die with the first or subsequent 
hemorrhages. The theories concerning etiology 
of portal hypertension are cited. The hemor- 
rhage must be controlled by compressing the 
varices with a double balloon, triple lumen 
tube or by direct ligation of the bleeding 
varices. Diagnosis should include barium swal- 
low, liver function studies, splenoportography, 
and splenic manometry. Other causes for 
gastrointestinal hemorrhage must be ruled out. 
Medical management during and following 
the acute hemorrhage is extremely important 
as there are many problems associated with 
these severely ill patients, especially that of 
marked liver disease. The patient must be re- 
habilitated to as healthy a state as possible 
prior to operation. Factors used for selecting 
patients who will benefit by a definitive opera- 
tion are given. The definitive portal to systemic 
venous shunt operations which will lower the 
pressure in the portal system are discussed. 
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MEMORIES OF A BUSY LIFE 


WILLIAM WESTON, M. D. 


Columbia, S.C. 





moved to Columbia, South Carolina on 

January 1, 1897 and began a general prac- 

tice of medicine. Among the physicians 
who were practicing here at the time I moved 
to Columbia were Drs. A. N. Talley, T. M. 
DuBose, B. W. Taylor, L. K. Philnot, W. M. 
Lester, Strother Pope, Oliveras and Sylvester, 
and arriving just before 1897 was Dr. A. B. 
Knowlton and during 1897 Dr. Joseph J. Wat- 
son, Dr. E. M. Whaley and Dr. R. W. Gibbes. 

Columbia at this time was a small unkempt 
city of fewer than 18,000 people. As it had no 
paved streets nor sidewalks, in rainy weather 
the mud was so deep on many of the main 
streets that it was difficult to drive over them 
and in dry weather there were clouds of dust. 
These were typically horse and buggy days. 

There were a few enterprises, such as small 
factories and fertilizer plants on the outskirts 
of the city, which gave employment to quite a 
number of people. These developments were 
followed by the building of cotton mills which 
increased considerably the population of the 
city. The mode of transportation in the city 
was by street car, drawn by mules. 

The prevailing charges by physicians were 
$2.00 for a house visit and $1.00 for an office 
visit. These fees, considered now utterly in- 
adequate, were pronounced exhorbitant by 
many at this time, and were seldom paid in 
full. The health conditions in and around 
Columbia at this period were far from satis- 
factory. Typhoid fever, malaria and un- 
cinariasis were common. Then the population 
was increased by people coming in from the 
rural districts the health of these people was 
appalling. Many of the families were stricken 
by uncinariasis. I had so few private patients 
that in order to occupy my time and to make 
some contribution to the welfare of the com- 
munity I established free clinics, among them 
a hookworm clinic where hundreds of patients 
were treated and restored to active life. I 
distinctly recall that my friend, Mr. W. B. 
Smith-Whaley the founder and president of 
several cotton mills, was so alarmed by con- 
ditions that he called on me to make a survey 
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and do what I could to improve conditions in 
the cotton mill villages. I asked him to ac- 
company me on an inspection trip in the new- 
est of the mills, the Olympia. Our first in- 
spection was of a reservoir filled with water 
from which he expected to supply a mill vil- 
lage of several thousand people. There was a 
strong smell of sulfuric acid in the water and 
I told him that previously there had been a 
sulfuric plant a few hundred yards from the 
reservoir and the smell was coming from that 
source. He said, “Well, what will happen to 
the people if they drink this water?” and I 
said “They will die.” He thought I was mis- 
taken and said he was going to get a number 
of fish and put in there and see what would 
happen to them. I told him that the fish would 
die promptly, and sure enough, they did. This 
convinced Mr. Whaley of the unsuitability of 
his reservoir for drinking water and it was 
abandoned in favor of the city water supply. 
Following this he was also shown certain 
pools of water from which great numbers of 
mosquitos were coming. I told him that these 
pools must be either drained into the river or 
kept oiled, but the drainage was far cheaper. 
When these, and many other changes, had 
been made and the hookworm treated, the 
mill villages became thriving communities. 
My interest in hookworm was aroused by 
an incident in which the Judge of Probate had 
requested me to examine a man in the 
Olympia Mill village for insanity. When I 
saw this man I talked with him and observed 
his appearance and that of his family. My 
mind quickly reverted to a description given 
by Dr. Arthur Loos of the British Medical 
Service. Dr. Loos and Dr. Symmers were 
ordered by the British Government to pro- 
ceed to Egypt (Dr. Symmers was the bac- 
teriologist and pathologist who accompanied 
Dr. Loos on the assignment to Egypt) to 
ascertain why the fellerheen were so lazy that 
they would not work. A thorough but rapid 
survey was made and it was discovered that 
they all had uncinariasis. The pictures drawn 
by Drs. Loos and Symmers were so vivid and 
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so accurate that it made an indelible im- 
pression on my mind that I reported to the 
Judge of Probate that this man was not insane, 
but was suffering from uncinariasis, as were 
all of his family and that the disease could be 
easily cured and the family could be restored 
to useful occupation in a short time. I re- 
ported this experience to Mr. Whaley, the 
president of the mill, and he asked me what 
to do about it. I told him that we needed to 
start a clinic there and treat the disease on a 
wide scale, as I had no doubt but that there 
were a great many cases in the village. Mr. 
Whaley was so impressed that he approved 
and requested that I proceed with the work, 
which I did with the result that more than 
1,500 found, 
treated. 


cases were examined and 

In the early days of my residence in Col- 
umbia, there was only one hospital here—a 
small affair conducted by the Ladies Auxiliary, 
and a patient admitted there was under the 
supervision and in the name of a member of 
the staff. This did not meet with kindly re- 
ception by the more ambitious younger mem- 
bers of the profession and, consequently, 
operative procedures were done not un- 
usually in the homes on the kitchen table. 

An amusing incident occurred in the pres- 
ence of several members of the younger phy- 
sicians on an occasion in which a very strong 
robust Negro man was to be operated on for 
a mastoid infection and the anesthetist an- 
nounced to the operator: “Doctor, your pa- 
tient is under the influence of the anesthetic 
and is ready for your procedure,” whereupon, 
the operator, the mallet and chisel in hand, 
began his work. The man called out “Who 
dat knocking at my door?” The operator re- 
quested the anesthetist to give more ether. 
In a short time the anesthetist again an- 
nounced: “Doctor, your patient is ready,” 
whereupon the operator with chisel and mallet 
in hand, began again. The darkey raised up 
and said: “Ain’t you hear me ask you who dat 
knocking at my door?” The operator called 
for more anesthesia and in a short time the 
anesthetist said again: “Doctor, your patient 
is ready.” Again the chisel and mallet were 
brought into play with the result that the 
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darkey jumped from the table and fled and 
was not seen again for several hours. 

During the hookworm campaign it was re- 
ported to me that one of the children of a 
family which was under treatment had dis- 
covered a nail which had been driven in a 
tree in front of the house. This infuriated the 
father, who announced that his next door 
neighbor had driven the nail in the tree in 
order to put a “spell” on his household. A 
fight ensued between the heads of the two 
households in which both were badly 
punished, but after some kindly friend drew 
the nail from the tree the incident was for- 
gotten and forgiven. 

On still another occasion which might 
illustrate how diversified was the professional 
advice which was sought, a huge hefty woman 
came in and reported that her husband was 
drinking heavily, that his pay was consumed 
in the purchase of whiskey, and that she 
wished me to advise her what to do about it. 
It seems that at this time the weather was 
bitterly cold and I told her that the next time 
that he came in drunk to have his clothes re- 
moved, get three or four of her strong women 
neighbors to help put him in a tub of cold 
water and to pour one bucket of cold water 
over him after the other until he begged for 
mercy and gave a solemn promise to no longer 
drink. This poor creature was so miserable 
that one could hear his screams for a quarter 
of a mile. He begged for mercy, but the 
women held tight to their jobs and prevented 
his removal from the tub. He promised in the 
presence of a number of neighbors who had 
been attracted by his screams, that if they 
would desist from punishment, he would never 
touch another drop of whiskey and would 
bring his payroll check home to his wife. When 
the administrators of this punishment were 
satisfied that the sufferer meant what he said 
and would lead a new life, he was released 
from the tub and allowed to walk, although 
perfectly naked, into the house, where a huge 
fire awaited him and some friends dried him 
off. I was subsequently told that he had kept 
faithful to his vows never to drink again and 
his wife assured me that he brought his pay- 
roll check home and gave it to her. 

While the services of the hospital were 
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closed to us younger members of the profes- 
sion, it was not unusual for some of the older 
members to call upon their younger friends to 
pay visits for them. The fee for a house call 
was $2.00, which if collected, was invariably 
turned over to the physician who had called 
upon the younger physician to pay the visit. 
I do not recall that it had ever been my ex- 
perience or those of others who happened to 
mention the matter to me that the older phy- 
sician ever offered any compensation or any 
part of compensation. 

During those lean days it was fortunate for 
me that my name was suggested for several 
corporations as physician. With Dr. Joseph 
J. Watson, I served alternate months at the 
University of South Carolina Hospital (Wal- 
lace Thompson Memorial Hospital) and was 
examiner for several life insurance companies. 
Upon the death of Dr. Robert D. Earle, I be- 
came local surgeon of the Seaboard Air Line 
Railroad and was made surgeon of the Col- 
umbia Electric Railway Company. From these 
various sources, my income was increased 
beyond what was derived from private pa- 
tients. 

During my early years of practice I became 
more and more interested in diseases of chil- 
dren, a newly recognized specialty which con- 
stantly gained more importance as informa- 
tion accumulated under the great leadership 
of such men as Jocobi, Rotch, Holt and Abt. 
About 1907 I began to be more impressed 
with the scanty information available in the 
treatment of children and in the latter part of 
that year I became convinced that I would 
dedicate the rest of my professional life to the 
study and treatment of children. At that time 
the Children’s Hospital of Harvard and The 
Babies Hospital of Columbia Universities, 
along with Chicago in the West, were con- 
sidered to offer the best opportunities for 
study. Therefore I decided to start my work 
at the Children’s Hospital at Harvard Univer- 
sity under Dr. Thomas Morgan Rotch and his 
able staff, and then went to The Babies Hos- 
pital of Columbia University in New York 
under Dr. L. Emmett Holt. I was profoundly 
impressed at Harvard with how much there 
was to bé learned and how little I knew of the 
subject. Upon finishing the course there and 
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after a brief visit home, I went to Columbia 
University and studied at the Babies Hospital 
in New York where I spent the mornings with 
Dr. Holt in his bedside visits and lectures in 
the afternoons at Ward 5 at Bellvue in charge 
of Dr. LaFetra, whom I found to be a great 
clinical teacher with a great abundance of 
material for clinical demonstration. I was 
deeply impressed at these several places by 
how much was known about children, but 
more especially about how much there was to 
know. Consequently when the Pediatric De- 
partment was established at Johns Hopkins, 
although I had been practicing only pedi- 
atrics for several years, I paid a visit to this 
department which had been newly established 
and had gained quite a reputation. At this 
time Dr. Howland was in charge and his bed- 
side clinics were always interesting and in- 
structive. He was a great teacher and a 
serious student of pediatrics. 

After limiting my work to pediatrics, I have 
never regretted the step. Since 1908 my work 
has been limited to pediatrics entirely. 

In regard to my post-gradute studies, I was 
most impressed by the experience I had 
through an incident in making rounds of the 
ward with Dr. LaFetra, who seemed depressed 
by the high mortality rate of children suffer- 
ing from intestinal diseases. So many infants 
and children dying of infectious diarrhea! 
When an intern who was present and heard 
Dr. LaFetra express his concern, remarked 
that he had read in a German medical journal 
about the great benefit Bulgarian milk and 
eiweiss milch had produced in Germany, Dr. 
LaFetra told him to obtain the culture, have 
the milk prepared and start feeding it to these 
little patients at once. I might remark here 
that eiweiss milch was not recommended for 
young infants, but that infants of any age 
could take the Bulgarian cultured milk. At any 
rate, within 24 hours after this conversation, 
the Bulgarian milk was ready and was being 
given to the infants with the result that within 
a few days time the mortality rate dropped in 
a most spectacular manner. 

This experience occurred in very hot 
weather, even for New York. When I returned 
home, which was only a few days later, I 
brought with me a culture of the Bulgarian 
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milk and began preparing the cultured milk 
in my own home and dispensing it to the sick- 
est children with diarrhea. We had on hand 
many cases of infectious diarrhea and the re- 
sults here were like those in New York, of a 
most spectacular nature. I believe that Col- 
umbia was the first place in the South to use 
Bulgarian milk in intestinal disease. After it 
was used in Columbia, which was done 
promptly upon my return from New York, the 
news spread rapidly of the spectacular results 
from this treatment. Some of the doctors in 
Columbia were inclined to ridicule the reports 
emanating from this treatment. However, it 
was not long before the whole community 
realized its value and the use of Bulgarian 
milk soon became statewide. Previous to this 
time I had been using buttermilk with fair 
results, but not with the spectacular results 
experienced with Bulgarian milk. 

In 1913 the Columbia Children’s Clinic was 
organized and I was made Chief of Staff and 
for many years hundreds of infants and chil- 
dren from Columbia and the surrounding 
territory were treated from this clinic. 

It was in 1920 that I became deeply inter- 
ested in the study of vitamins. In my studies 
of the problems of nutrition, I observed that 
what was known of the vitamins was both 
scanty and disconnected, and I set about col- 
lecting all the information available in the 
United States and abroad, on the subject of 
vitamins, their names, sources and uses. I be- 
came deeply interested in the work being done 
by Sir Frederick Hopkins, McCollum and 
others in the study of vitamins and all of this 
study resulted in my constructing the vitamin 
chart, enumerating the various vitamins then 
known, their best sources and their functions. 
This chart was exhibited in the 1928 Scientific 
Section of the American Medical Association 
meeting in Minneapolis, Minn. and was re- 
viewed with profound interest by quite a num- 
ber of men, most of whom were authors of 
medical books. This was the first vitamin chart 
ever exhibited anywhere and the first cor- 
related in the world, and placed in con- 
venience for reference. It was reprinted in 
many different languages and my permission 
was sought by quite a number of authors of 
text books on infants and children to publish 
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it in their books. This permission was freely 
granted. The requests for the vitamin chart 
became such a nuisance to me that I turned 
it over to the Food Research Laboratory in 
Charleston. 

In the late 1919 or 1920, I do not recall 
which year, Dr. John L. Morse who was then 
Dean of Pediatrics at Harvard, following Dr. 
Rotch’s death, sent me a batch of case reports 
which had been sent to him by Dr. Patrick, an 
assistant of Dr. Bilderbach of Portland, 
Oregon, marked “cases for diagnosis”, asking 
if these were not cases of some unusual form 
of pellagra. After reading them carefully | 
concluded that they were definitely not cases 
of pellagra, and in this opinion, my opinion 
was confirmed by Dr. Babcock who was an 
excellent authority on the subject of pellagra. 
I then took down a volume of Valley’s System 
of Medicine, published in French and under 
the heading immediately following that of 
pellagra was “acrodyni”. As best I could with 
the help of a French-English dictionary, I 
translated the article and concluded that here 
was the disease that meets the description of 
the cases sent by Dr. Morse. I wrote under Dr. 
Morse’s brief note to me “these are cases of 
acrodynia, which is the English word for the 
French word acrodeni.” Shortly I received the 
same note from him with the comment: “What 
in the hell is acrodynia?” and again under 
this inquiry I wrote “you will find an excellent 
article with description of the disease in Val- 
ley’s System of Medicine which you can find 
in the Medical Library in Boston.” I prepared 
and read a paper at the next meeting of the 
American Medical Association which was held 
in New Orleans. At that meeting Professor 
Morse and several members of his staff were 
present. After hearing my address Dr. Morse 
commented to me, “I did not need to refer to 
the Boston Medical Library to know all about 
acrodynia. You have stated it and stated it 
well.” This article was published by the Amer- 
ican Medical Association and it would appear 
that it was read by physicians in various 
countries in Europe. I was told that it was the 
first paper that was ever written in the United 
States on the subject. Several years later I was 
in London and visited Great Ormond Street 
Hospital. The receptionist introduced me to a 
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physician, whose name | do not recall and 
who, I think, did not catch my name. I told 
him that I had no doubt but that they had 
some interesting cases there and if so, I would 
like to see them. He said, “Yes, we have a ward 
full and I will be glad to show them to you.” 
We proceeded to the next story of the hospital 
and in this big ward were many cases of what 
was manifestly acrodynia. They had all of the 
usual manifestations of established cases. I 
turned to him and said, “These are cases of 
acrodynia. Had you suspected it?” He said, 
“Yes, we have.” I said, “What do you know 
about acrodynia?” He said, “All we know 
about acrodynia is what a man in America 
said about it.” I said, “What is his name?” He 
said, “Weston.” I told him that I was that man. 
He looked greatly astonished and was most 
apologetic for not having caught my name. 

I taught pediatrics at the Columbia Hospital 
for a number of years. This curriculum of the 
nursing training school was established with 
me as the first teacher. 

I was elected lecturer on pediatrics at the 
Southern Pediatric Seminar at Saluda, N. C. 
at its inception and was on the teaching staff 
for a great number of years. 

Columbia had grown to such an extent that 
the ladies who owned and managed the Col- 
umbia Hospital gave up its management and 
turned it over to the Columbia Medical So- 
ciety. During World War I, I had been 
assigned to the School for Chiefs of Service, 
which prepared its graduates for positions as 
chiefs of staff or chiefs of service, either medi- 
cal or surgical and after my return from the 
Army, in which I had served as a Major in the 
Medical Corps, I was elected Chief of Staff 
and Chairman of the Board of Trustees of the 
Columbia Hospital. 

I found the plant inadequate and the ser- 
vices below par. I presented these facts to the 
Board of Trustees and requested that they 
think carefully of building an adequate and 
decent nurses’ home. I described the condi- 
tions in detail and pictured conditions as so 
deplorable that the Board was manifestly im- 
pressed and the motion was made to appropri- 
ate $25,000 toward the building of a new 
home. I told them that this sum was totally 
inadequate and I wished $125,000, which was 
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finally approved and voted. I reported other 
deficiencies which must be met. The question 
was naturally mentioned “where is the money 
to come from?” I said, “From a bond issue.” 
I said the answer was to turn the hospital over 
to the County and vote a bond issue to meet 
essential needs. The chief lawyer on the Board 
said, “It would be illegal unless the law was 
changed.” I said, “All right, let’s change the 
law at the coming election and let us all get 
to work to have it passed.” 

In the meantime, Dr. LeGrand Guerry and 
I took to the streets begging money for the 
hospital and explaining its condition. We 
raised $40,000, which at that time was a great 


help. A very earnest and successful campaign” 


was conducted to carry the election. However, 
before this election was held the indebtedness 
had become so great and was so pressing that 
in certain instances I personally guaranteed 
that the debt of the hospital would be met in 
full. Some even threatened bankruptcy for the 
hospital. All of these anxieties were success- 
fully dissolved and the hospital was put on its 
feet. The new nurses’ home was built and in- 
stead of having one bathroom for 35 nurses, 
there was one bathroom for ‘every 4 nurses, 
and other conveniences were met. The Board 
of Trustees, upon request from the Columbia 
Hospital Alumnae Association unanimously 
voted to name the new nurses’ home “William 
Weston Hall” for me. Thus commenced an era 
for the Columbia Hospital for continued ex- 
pansion and progress. I was Chief of Staff and 
Chairman of the Board of Trustees at the hos- 
pital for a number of years. When I resigned 
as Chairman of the Board and as Chief of 
Staff, I was presented a silver cigarette case 
and a silver match box by the Staff. 

I have served as President of the Columbia 
Medical Society, President of the South Caro- 
lina Medical Association (in 1914); President 
of the Alumni Association of the Medical Col- 
lege of South Carolina, Chairman of the 
Section on Pediatrics of the Southern Medical 
Association, Chairman of the Section on Pedi- 
atrics of the American Medical Association and 
have held many other offices. 

During my college days at the University 
of the South at Sewanee, Tenn., I became a 
member of the SAE fraternity. I am also a 
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member of the Alpha Omega Alpha (honorary 
medical fraternity ). 

I established the Southern Nutritional Asso- 
ciation at Blowing Rock, N. C. in connection 
with Mayview Manor and drew its faculty 
from the chief pediatricians of various cities 
in the South. This Association met with emi- 
nent success and was discontinued only on 
account of the death of Mr. Alexander, the 
proprietor of Mayview Manor. 

While on a visit to Minneapolis I became 
particularly interested in the problems of 
goiter prevention. I was called upon by Dr. 
J. F. McLendon, professor of physiological 
chemistry at the University of Minnesota, who 
informed me that he had analyzed vegetables 
from every state in the Union and found those 
from South Carolina higher than those of any 
other state in their iodine content, as the 
result of which, the vegetables furnished his 
children were all purchased from South Caro- 
lina and his were the only children on the 
campus who did not have enlarged thyroid 
glands. I was convinced from this report that 
this was a great opportunity for South Caro- 
lina, as all vegetables receive their mineral 
content from the soil in which they are grown. 
As a result of the studies of Dr. McLendon 
and those of other scientists of the goiter area 
of the United States, I made these facts known 
to Governor Richards. Thus came into being 
the South Carolina Food Research Com- 
mission. A laboratory was set up in Charleston 
in connection with the Medical College and 
Dr. McLendon’s findings were fully sustained 
and many other facts of great importance were 
discovered. 

So impressed with the studies that were 
made that Dr. Royal S. Copeland, member of 
the Senate from New York requested an inter- 
view with me, which was granted and he was 
so enthused by the revelation of our findings 
that he got up from his chair and walked back 
and forth in his office saying that this discovery 
should make South Carolina the richest state 
in the Union. I was besieged with requests 
from various sections of the goiter area of the 
United States to make addresses and accepted 
as many as I could and explained the physi- 
ology of iodine in the process of nutrition and 
its great importance and found great en- 


thusiasm in each one of the places in which I 
spoke. On one occasion I recall a remark made 
by Dr. McLendon that unless the people of 
Minnesota received a sufficient supply of their 
vegetables from non-goiterous areas, the pop- 
ulation could not extend beyond the third 
generation. On another occasion in which I 
spoke I used the expression in my opening re- 
mark, “Food is the determining factor in civili- 
zation,” and I recounted in detail the results of 
iodine deficiency and I reminded the audience 
that iodine in its organic relationship as it oc- 
curs in fruits, vegetables and milk was the only 
source of effective iodine. The eminent Dr. 
Crile of Cleveland called attention in an ad- 
dress to the great number of mentally deficient 
children resulting from the food used deficient 
in organic iodine. Unfortunately the serious 
financial depression existing in the United 
States brought about the discontinuance in 
South Carolina of the Food Research Lab- 
oratory and the Natural Resources Com- 
mission, which had been organized to dis- 
seminate this knowledge. I found at that time 
that South Carolina’s greatest asset was her 
soil which produced this wonderful element in 
sufficient amounts, because it is the element 
which accounts for the function and rate of 
function of all the glands and system of glands 
in the body by maintaining an absolutely nor- 
mal thyroid gland. 

During my term of service in the School for 
Chief Officers service, I was closely associated 
with my friend, Dr. Harold W. Mixsell who 
was at the time editor of The Archives of Pedi- 
atrics. Dr. Mixsell not only possessed a delight- 
ful personality, but he was highly educated 
and I considered him a scholar. At this time he 
and I were thrown together daily over a 
period of several months. We had frequent dis- 
cussions on the various phases of nutrition and 
he persuaded me to write several articles for 
the Archives of Pediatrics and these articles 
were published in a series of issues. It became 
evident that they were widely read and ap- 
preciated and as a consequence I was called 
upon to make many addresses in various 
sections of the United States. I contributed 
articles to Abt’s Pediatrics and to Brennaman’s 
Pediatrics and have revised these articles from 
time to time. The article to which I attach 
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most importance was one on iodine deficiency 
in the diet of the large goiter areas of the 
United States. As a result of this article, at a 
meeting of the American Goiter Association 
held at Memphis, Tennessee, Dr. Charles 
Mayo discussed the surgical side of the prob- 
lem and I presented the medical side. 

On another occasion I addressed a large 
group of physicians from Illinois and Iowa on 
the subject of iodine deficiency and spoke of 
its sources. I hope I succeeded in blasting the 
theory that iodine was derived from the sea 
and in this connection, spoke of our findings 
in the South Carolina Food Research Lab- 
oratory that the tremendous amount of iodine 
in the soil of South Carolina was derived from 
the disintegrating igneous granite of the 
southern side of the Blue Ridge Mountains. I 
emphasized the point that the deeper down 
the soil that was examined, the greater was the 
amount of iodine. I also emphasized the point 
that oysters gathered from the sea coast along 
the long rivers were higher in iodine than 
those from the short rivers, and that the oysters 
did not derive their food from the ocean but 
from the land. 

In concluding my remarks at this meeting 
I presented charts showing that the water and 
soil were very deficient in iodine in the goiter 
areas and that foods served in cans were to a 
great extent produced in the goiter areas; and 
on the contrary, foods of the same appearance 
and under the same names produced in South 
Carolina soils contained an ample amount of 
iodine to provide for the requirements of nor- 
mal nutrition. The eminent Dr. Crile of Cleve- 
land, called attention to the fact that the many 
weak-minded children found in the goiterous 
areas around Cleveland were suffering from 
an iodine deficiency. A distinguished pediatri- 
tion of a large Western University, and a pro- 
fessor of obstetres called attention to the fact 
that many cases of failure of conception or 
miscarriage were attributable to iodine de- 
ficiency in the foods in the locality. Since South 
Carolina has such an abundance of iodine in 
its soil and consequently in the products grown 
in this soil, South Carolina’s greatest economic 
asset is her agricultural products. 

Over a considerable period of time I taught 
nutrition to classes of nurses at the Columbia 
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Hospital, especially in regard to the various 
formulas for the preparation of milk for in- 
fants and children. I also delivered a course 
of lectures to the Home Economic classes at 
Columbia College and to a group at the Uni- 
versity of South Carolina. 

I was a member of the organizing group of 
the American Academy of Pediatrics and was 
the delegate of the Pediatric Section of the 
A.M.A. to the House of Delegates for a great 
many years, and when the Pediatric Section 
of the Southern Medical Association was 
established I was its first Chairman. 

While a member of the House of Delegates 
of the A.M.A. after having served in this 
capacity for several years, I was informed by 
the telephone company that I was to hold my- 
self available at a certain evening hour for a 
hookup with a number of cities where there 
would be a spokesman in each one. This hook- 
up was with physicians from the West, North 
and East, in which each one requested that I 
become a candidate for President-elect of the 
American Medical Association, and promised 
their delegation to my candidacy, and most of 
them said that they did not anticipate that 
there would be any other ‘name offered. I 
greatly appreciated this compliment, but as it 
was, the cost for holding such an office was 
about $100,000.00 and a subsequent short life 
of invalidism. Consequently, to each one I re- 
plied that I was not financially able nor did I 
wish to die as my predecessors had, so shortly 
after their term of office had expired. 

In view of the fact that the members of the 
medical profession in Columbia were in rather 
critical groups, in which unkind language was 
too generously applied, I suggested a plan of 
reorganization, and in perfecting this plan I 
was ably assisted by Drs. Thomas Pitts, David 
Adcock and Barnwell Heyward. It was 
founded upon the avowed purpose of the 
membership speaking only kindly to each 
other and good will to each other. After the 
preliminary work was done, a largely attended 
meeting was held in which the plan was out- 
lined. The plan was overwhelmingly approved 
by the members of the society and has proved 
a wonderful success and produced a united 
profession. I promised that we would have 
speakers of outstanding reputation to address 
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each meeting. I was made chairman of the 
program committee and held this office for a 
number of years. So pleased were the mem- 
bers of the Society that I had been the in- 
stigator of the increased interest manifested 
by the members, that I was later honored by 
the Society with a testimonial dinner at which 
time I was presented a plaque and a silver 
tray. It may be worth mentioning that in the 
reorganization of the Columbia Medical So- 
ciety, I was also chairman of the program 
committee and over a period of years it be- 
came our custom to invite the President-elect 
of the American Medical Association to ad- 
dress the meeting. I think more than anything 
else that this accounted for the large at- 
tendance from this and from surrounding 
states, at our local meetings. 

I have accepted invitations by the President 
of the United States and attended several 


‘Plasma levels of epinephrine and norepinephrine— 
anesthetic significance. William Hamelberg, M. D.., 
James Sprouse, M. D., John E. Mahaffey, M. D. and 
James A. Richardson, Ph. D., (Charleston) J.A.M.A. 
172:1596—Apr. 9, 1960. 

The physiological role of the adrenal medulla dur- 
ing surgical anesthesia is yet to be fully explained. 
Animal experiments tend to indicate that pentothal 
and fluothane have very little excitatory effect on the 
adrenal medulla whereas ether and cyclopropane 
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White House Conference meetings. These 
conferences have proved of value, especially 
in the field of nutrition in children and in the 
treatment of various diseases of childhood. 


I have been honored by my patients in 
having my portrait painted and presented to 
the Columbia Hospital where it hangs in the 
lobby. 


I have also been honored by the physicians 
of the State of South Carolina, who had 
another portrait painted of me and presented 
to the Medical College of South Carolina in 
Charleston. 


I have had the following honorary degrees 
conferred upon me: Doctor of Public Health, 
by the Medical College of South Carolina; 
Doctor of Science, by the University of the 
South, Sewanee, Tenn.; and Doctor of Laws, 
by the University of South Carolina. 


produce an increase in the plasma levels of the cate- 
chol amines. 

Using the commonly employed technics of pro- 
ducing surgical anesthesia in the human, the plasma 
levels of norepinephrine and epinephrine were 
measured both during light and deep surgical anes- 
thesia. 

The results of the study are an attempt made to 
correlate the clinical course of the patient and the 
plasma levels of the catechol amine. 
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EIGHT STEPS TO BETTER OLD AGE 


am not going to mince words this evening, 
I since what I have to say concerns every 

one of you—doctors, wives and guests. 
You all know that the subject of health care 
for the aged has been lifted from the realm of 
medical and social interest and thrown into the 
arena of national politics. 

Despite the injection of brutal party politics 
into the issue, we have managed to keep our 
heads above water. The proponents of national 
compulsory health insurance thus far have not 
been able to snow us under in their blizzard 
of emotional exploiting, politicing, and blatant 
distortions of the truth. 

Just in recent months we have seen the full 
measure of our opponents’ tactics. They have 
used every trick to befuddle and befog the 
American people, and in some cases, they 
have succeeded. They have applied enormous 
pressures on Congress to pass some sort of 
legislation—any legislation—that will provide 
some health care for the elderly under Social 
Security. 

We have opposed the Forand bill and simi- 
lar legislation, because we believe such bills 
either would be harmful to the health of our 
nation or would not do any tangible good. 

Any objective, unemotional, non-political 
study will show that the majority of America’s 
elderly enjoy reasonably healthy, happy lives, 
and are capable of continuing so. 

Of the more than 15 million Americans over 
age 65, only 15 per cent are on old age assis- 
tance. An undetermined number, although 
able to finance other costs, find it difficult to 
withstand the additional costs of illness. It is 
for these people that something should be 
done. 

Neither the Forand-type legislation nor the 
Administration’s proposal will meet the prob- 
lems of this group. 

Of course, all of you have heard the hoary 
old battle cry of the “world-changers” that the 
A. M. A. always opposes, but never proposes. 
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E. VINCENT ASKEY, M. D. 


President-Elect, American Medical Association 


Delivered before South Carolina Medical Associa- 
tion President’s Banquet, Myrtle Beach, South Caro- 
lina, Thursday, May 19, 1960. 


I don’t need to run down a list of A. M. A. 
actions and recommendations just during the 
last two years to show you how over- 
whelmingly our positive, constructive actions 
outnumber the negative. 

Therefore, we make no apology for opposing 
Forand-type legislation. However, unlike the 
typical reactionary organization that we are 
supposed to be, we have developed an eight- 
point program for the health care of the aged. 
Here it is: 

(1) The Needy Aged. These aged now re- 
ceive health care through old age assistance 
programs. The need here is for better organ- 
ized medical care programs, including im- 
proved preventive medical care; 

(2) The Near-Needy. This is the group, 
whose size is indeterminate, who can meet 
ordinary costs of living but cannot pay for 
health care costs. The A. M. A. supports a 
state-administered program of federal grants- 
in-aid to the states for the liberalization of 
existing old age assistance programs so that 
the near-needy could be given health care 
without having to meet the present rigid re- 
quirements for indigency. A _ liberalized 
definition as determined locally would permit 
an expanded program and encompass the 
near-needy group; 

(3) Facilities. Better nursing home facilities 
for the long-term care of the aged person 
especially those over the age of 75, is the most 
urgent health care need before the nation to- 
day. The average age of nursing home pa- 
tients is 80, and their average duration of 
stay is 2 years. It is here that major improve- 
ment can be brought about. A. M. A. supports 
federal programs for the provision of grants 
through the Hill-Burton mechanism to provide 
for new nursing home additions to existing 
hospitals. For proprietary nursing homes the 
A. M. A. supported the recently enacted 
amendment to the Federal Housing Act pro- 
viding for government guaranteed mortgage 
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loans to proprietary nursing homes. A. M. A. 
is also cooperating with the American Nursing 
Home Association and the American Hospital 
Association in an effort to bring about a rapid 
improvement in medical care provided in 
nursing homes; 

(4) Voluntary Health Insurance. Health 
insurance and prepayment policies tailored to 
meet the needs of the aged for long-term 
nursing home care, must be developed as 
rapidly as possible. Health insurers and the 
Blue Cross and Blue Shield plans across the 
nation are already experimenting in this new 
area of coverage; 

(5) Home Nursing Care. Care of the aged 
patient at home is psychologically, medically, 
and financially desirable. Many programs to 
promote home nursing care are being de- 
veloped. Homemaker’s services also provide 
opportunities for children caring for aged 
mothers or fathers to continue gainful occupa- 
tion. They need to be expanded; 

(6) Attitude Toward Aged. A basic change 
in attitude toward the aged person must be 
brought about. The person who reaches 65 
has not suddenly become non-productive, and 
senescent. On the contrary, most persons over 
65 are reasonably well and able to work. In- 
creased productivity by eliminating compul- 





sory retirement voluntary 


and permitting 
change of work is an essential part of the 
answer to the present problem; 


(7) Health Education. Many older persons 
are unaware of the need for continuing health- 
ful nutrition and other practices that con- 
tribute to good health. Above all the “will to 
live” is essential to continuing health. Pre- 
ventive medical measures instituted long be- 
fore the age of 65 also can contribute mate- 
rially to the promotion of good health after 
age 65; 

(8) The Purchasing Power of the Dollar. 
One of the principle economic problems of the 
aged person in the last twenty years has been 
the constant and continuing erosion of the 
purchasing power of his pension benefits. Any 
government program to help the aged must 
be anti-inflationary and maintain the pur- 
chasing power of fixed pension and annuity 
benefits. 

Sensible, economical health care programs 
for the aged that preserve freedom at the same 
time that they promote security must neces- 
sarily be limited to support for the needy aged 
and leave to voluntary, competitive, private 
enterprise those activities needed to improve 
the health care of the rest. 


MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Enigmatic T waves 
DaLeE Groom, M. D. 


Department of Medicine 


Case Record—One of the perpetually puzzling aspects 
of electrocardiography is that of bizarre T waves 
such as illustrated in this tracing made two days 
postoperatively on a 36 year old lady who had under- 
gone her second valvulotomy in five years for rheu- 
matic mitral stenosis. Prior to this operation she had 
run the gamut of atrial arrhythmias from ectopic 
beats to paroxysmal tachycardia to atrial flutter and 


fibrillation, all within an interval of three months. 
Quinidine was ineffective in controlling the ar- 
rhythmias. As the pressure in the left atrium dropped 
with manual dilatation of the mitral valve her rhythm 
reverted spontaneously to a regular sinus one and 
remained so throughout her postoperative course. 

The patient had neither clinical nor laboratory in- 
dications of infarction or rheumatic fever when this 
ECG was recorded. Ones made preoperatively and 
several weeks postoperatively showed T waves which 
were unremarkable save for the ordinary changes of 
digitalis effect. 

Electrocardiogram—The rhythm is regular except for 
an occasional supraventricular ectopic beat (Vz) and 
A-V conduction is normal. In some leads the P waves 
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appear a bit broad and notched, consistent with her 
left atrial enlargement. Axis of the QRS is directed 
downward and slightly to the right. 

A conspicuous feature is the huge inverted T waves, 
of almost 10 mm. amplitude in V:, which appear to 
end about 0.44 sec. after onset of the QRS (though, 
curiously, the one of the ectopic beat in V2 is much 
shorter). Their configuration in leads III and aVF 
suggests that they may be combinations of T and U 
waves, the T ending at about 0.36, followed by the 
termination of the after potential. T waves in the 
left precordial leads V; and Vz are typical of digitalis 
effect. 

Discussion—Gross abnormalities of T waves without 
evident cause are occasionally encountered in the 
day-to-day interpretation of tracings and constitute 
one of the unsolved mysteries of electrophysiology. 
Of all complexes of the ECG, the T wave is probably 
the most sensitive indicatér of myocardial disease but 
at the same time the most misleading. So many con- 
ditions other than myocardial pathology (e.g., erectro- 
lyte disorders, digitalis and numerous other drugs, 
hyperventilation, emotional stress, the eating. of a 
full meal or drinking ice water, often smoking or 
changes in posture or deep inspiration, occasionally 
reflex stimulation from the gastrointestinal tract as 
well as, of course, alterations in circulatory dynamics 
or in the cardiac rhythm or conduction) can pro- 
foundly alter the T waves so that deviations from 
contours regarded as “normal” must be viewed 
critically and in the light of the clinical findings. 


Jury, 1960 


Expressions such as “ischemic T waves” are more 
descriptive than accurate. Probably the most common 
error in interpretation of electrocardiograms is the 
over-reading of minor T wave variations in terms of 
coronary or myocardial disease. The fallacy of too 
rigid application of dogmatic rules of interpretation 
is nowhere more evident than in patients suffering 
only from a diagnosis. Furthermore, marked variations 
in T waves and even in S-T segments are constant 
features of the electrocardiograms of some normal 
subjects. 

Deep, wide inverted T waves such as these have 
been described as a distinctive pattern in patients 
with cerebral vascular accidents." The mechanism of 
their origin is unknown. One hypothesis, that they 
may be caused by “sympathetic storms” is not sup- 
ported by any associated change in the heart rate or 
P-R interval, or by other consistent indication of dis- 
turbance in the autonomic innervation of the heart. 
Myocardial infarction is commonly followed by T 
wave inversions which may attain this amplitude, but 
there is no QRS evidence of infarction here. Extremely 
large peaked T waves are seen in hyperkalemia, 
characteristically upright in the precordial leads. The 
opposite — a low level of potassium (intracellular ) 
—can give rise to U waves of huge proportions* 
which are also usually upright but may be inverted 
and often merge with and seemingly prolong the T 
waves. Since U waves are well demarcated in some 
leads, the latter explanation, a transient depletion of 
intracellular potassium immediately following surgery, 
may be the most plausible in this case. But it is only 
conjecture. 

There are many such enigmas of electrocardio- 
graphy which lie between the known “classical pat- 
terns” of abnormality and are not yet reducible to 
physiologic or pathologic terms. They serve to remind 
us of present-day limitations of the art. 
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President’s Page 
OUR MEDICAL COLLEGE 


Over two-thirds of the members of the South Caro- 
lina Medical Association are graduates of the Medical 
College of South Carolina. Included in the remaining 
third are many others who also affectionately look on it 
as “our Medical College”. 


Our Medical College has had a long and honorable 
history. It has educated hundreds of native sons in the 
art and science of medicine, most of whom have re- 
mained to care for the people of South Carolina. 


From its inception our Medical College has been a 

N cooperative movement. Without the help of practicing 

physicians in Charleston, who served as its faculty, along 

with their regular practice of medicine, it could never have started, nor continued to survive. 

Throughout many years of its existence it was able to offer few fulltime professorships, and 

these mostly in the basic science subjects. The clinical teaching of both medicine and surgery 
was done practically entirely by practicing physicians. 





The Roper Hospital and our Medical College are inseparable to many of us who now 
practice in South Carolina. For many years the Roper Hospital was the sole source of “teach- 
ing patients” for our Medical Students. It is not possible to think of these two institutions, 
which have meant so much to each other in the past, except as a continuing partnership into 
the future, with mutual benefits, and for each a definite share and responsibility in the ed- 
ucation of South Carolina physicians. 


Its Alumni Association has taken a great interest. Since early time, groups of its graduates 
have been generous with time and money, and have themselves inspired endowments. This 
is evidenced by donation of funds for the Alumni Memorial Clinic, and the gift of Baruch 
Auditorium, prior to 1944. 


About this time, our Medical College found itself face to face with the problem of expand- 
ing and moving forward, or losing its accreditation and closing its doors. A mighty effort, bring- 
ing together our Medical College, its Board of Trustees, its Alumni, the State Medical Asso- 
ciation, the Governor of the State, and the Legislature, resulted in a spirit of widespread co- 
operation throughout South Carolina, which has not stopped even with the completion of our 
multi-million dollar center. However, at times it appears to have slowed down. 


Today we have an institution second to ncne for the education of our young people as 
physicians. Our Medical College now graduates twice as many as it did twenty years ago. 
However, this is only the foundation—our Medical College must continue to build and go for- 
ward. It cannot be allowed to stagnate. To do so would be to condemn it to a slow but cer- 
tain and agonizing death. 


We are entering a new era. Dr. Kenneth M. Lynch, in whose vision our Medical Center 
was conceived and under whose leadership and perseverance it was pushed to its present 
stage of completion, has stepped out as active President of our institution. As Chancellor, he 
will enjoy the emoluments of a well earned and honorable retirement. Meanwhile, continued 
cooperation between all segments of the Medical Profession and our Medical College is more 
urgent than ever before. 


We can help in many ways: By seeking to influence top grade students to study medi- 
cine—To actively interest ourselves in Alumni activities—To so conduct our practice of medi- 
cine that the merit of continued support for cur Alma Mater will be self-evident to our neigh- 
bors and the State Legislature. And. most important, I call on each of you to become even 
more conscious of the heritage left bv the men of medicine, who during more than 135 years 
have given of their best for the upbuilding of our Medical College. And to pledge your co- 
operation in every way to the New Administretion in helping to carry higher and further this 
lustrous record of all that is worthy and good in medical education. 


Joseph P. Cain, Jr., M. D. 











Editorials 











KENNETH M. LYNCH, M. D. Sc., LL. D 


The retirement of Doctor Lynch from the 
Presidency of the Medical College on June 30 
brought to an end an era in medical educa- 
tion in South Carolina. This era had its begin- 
ning about the time of his coming. It has been 
characterized by a major trend of continual 
improvement. However, there have been 
interjected several serious interruptions to the 
major trend. 


Shortly after Dr. Lynch had finished his 
graduate training in pathology in Philadelphia 
in 1915, he was invited to assume charge of 
the Department of Pathology in our school. 
He came down on an inspection trip and he 
did not like what he found. He reported to 
his chief that our little private, unaccredited 
medical college, even with its long and inter- 
esting history had nothing for him. His Chief 
thought otherwise. He saw in our situation a 
challenge to his young, capable, ambitious 
assistant. He advised the young pathologist to 
to go to Charleston and to help in developing 
the Medical College of South Carolina. Dr. 
Lynch accepted the advice, and so became the 
first full time salaried professor of our school. 

Dr. Robert Wilson, the greatly beloved 
dean, recognized Dr. Lynch’s executive ability 
and he began grooming him to become his 
successor. 

Two years after Dr. Lynch’s coming, the 
college became State owned and administered. 
This implied financial support by a general 
assembly wholly unfamiliar with the financial 
needs of a medical school. Dr. Lynch assisted 
Dr. Wilson in his efforts to secure adequate 
financial support. This was fine training for 
the man who was to secure continuing finan- 
cial backing and support for constantly en- 
larging demands by the college. 

The school became conditionally accredited. 
Dr. Wilson asked to be relieved as dean, but 
World War I was on us. Under pressure, he 
agreed to continue for the duration. 


After the end of the war and when condi- 
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tions had stabilized, Dr. Wilson resigned and 
Dr. Lynch was elected dean. 

The new dean had never lost sight of the 
objectives, stated by his chief, when he left 
Philadelphia to come to Charleston. Along 
with those objectives, he had now become 
steeped in Charleston’s history and traditions, 
and in the history of the Medical College. He 
thoroughly understood its problems and its 
opportunities. He already had a clear vision 
of the medical center, which we now have, of 
a faculty of well trained full time younger men 
to work with the local clinical men who had 
made the college possible throughout its long 
history. 

What we came to call an expansion program 
became first a dream, then a topic of con- 
versation, and then an objective and finally 
an undertaking. There has been no let-up in 
the undertaking. A few weeks before he re- 
tired, President Lynch announced a new 
building program to cost about two million 
dollars. 

Dr. Lynch was instrumental in having the 
name of the college changed back to its 
original name, the Medical College of South 
Carolina. Then his title was changed to presi- 
dent, the better title for the executive head 
of a college, and distinctive from deans of De- 
partments which were soon to come. 

He became friend and confidential advisor 
to many important political leaders, while 
still holding the confidence and admiration of 
a majority of the medical practitioners in the 
State. And so the program of expansion, of 
growth, of improvement continues. 

Now has come the time for his obligatory 
retirement under the State Retirement Sys- 
tem. The Board, with political approval, has 
made provisions for his retirement years. He 
will continue his connection as a staff mem- 
ber of the Medical College hospital, and he 
plans to continue his consultation practice in 
pathology. 

Dr. Lynch has been given the title of Chan- 
cellor by the Board. That title was selected 
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rather than that of President Emeritus, which 
would emphasize retirement because of age. 
His retirement was required by regulation of 
the State Retirement System. 

The meaning of the title Chancellor is rather 
indeterminate. It is a title of respect, of dig- 
nity, and importance. More than that, its 
meaning is subject to individual definition. 
With us, it does not mean or imply executive 
head. Our President is still the chief ad- 
ministrative officer of the school. However, 
the Board has specified that our Chancellor 
shall be advisor to the Board and to the Presi- 
dent on specific problems, when such advice 
is asked. Additionally, he has been asked to 
continue to act as medical college representa- 
tive on the joint committee of the Roper Board 
of Commissioners and the County Council, 
along with the Medical College, which com- 
mittee is seeking a mutually satisfactory solu- 
tion to the problem of hospital care for 
Charleston’s indigent sick. Two other specific 
duties assigned to him will be to manage 
faculty contributions to A. M. E. F. and to 
continue to assist in securing research grants 
for the several departments of the school. 

Because of his willingness to serve in these 
capacities, Dr. Lynch’s long experience and 
vast detailed knowledge will be available to 
assist in inaugurating a new era, and will help 
provide for a gradual transition from the old 
into the new. 

Dr. Lynch has said that he plans to write 
a history of the Medical College of South 
Carolina. No one is better fitted for that im- 
portant and needful task. Such a book will be 
awaited with impatient anticipation. 

And so adieu to President Lynch and wel- 
come, Chancellor. 


].D.G. 


VOLUNTARY AGENCIES 

Forty years ago the Rockefeller Foundation 
provided funds which assisted in the estab- 
lishment of the National Health Council as a 
clearing house and advisory body for national 
voluntary health agencies. Twenty years ago 
it made a grant to finance the study of vol- 
untary health agencies which emphasized the 
need for increased cooperation and planning 
among these agencies. Much good has come 


from these studies, and now the time seems 
more than ripe for a reassessment of the whole 
field of voluntary giving. 

Like many of us, the Foundation is con- 
cerned with the multiplicity and complexity 
of unresolved issues which may “increasingly 
confuse the public, undermine public con- 
fidence and endanger the support of all pri- 
vate agencies.” It is well known that there 
has been a tremendous increase in the number 
of agencies which solicit private contribution 
and claim a part of the nearly eight billion 
dollars which the public has been contributing 
recently to such efforts. The great increase in 
the number of these agencies has been some- 
what confusing, and there has appeared to 
many people to be unfortunate overlapping 
and competition which result in the expendi- 
ture of a considerable portion of the collected 
funds for administrative expense. There are 
100 voluntary health and welfare agencies that 
conduct national or regional campaigns, of 
which two-thirds have been established since 
1940 and one-half since 1945. There is little 
wonder that in some fields there must be 
highly competitive activity and the criticism 
is sometimes advanced that some of the larger 
agencies have built up such enormous ad- 
ministrative structures that they feel com- 
pelled to expand their efforts to areas which 
were not included in the original program. 
The tremendous increase in the amount of 
federal funds contributed to health and wel- 
fare objectives has made the general situation 
even a little more complicated to the inquiring 
observer. 

The Foundation now proposes a new study 
of the various aspects of the question of vol- 
untary health and welfare agencies. It pro- 
poses to inquire into the questions of public 
appreciation of their activities, of the existence 
of criteria by which the public can judge the 
programs, of the effect on private agencies of 
governmental activities, of accounting meth- 
ods, of research and professional education 
and a number of other facets of the broad 
question. The study is to be a rapid and pre- 
liminary one, and certainly as such or in a 
more expanded form it should produce im- 
mensely valuable information which will 
clarify the number of unsettled questions for 
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all of us who are interested and participate in 
the activities concerned. 


THE SCIENTIFIC SESSION 


In past years there has been occasion to 
bemoan the small attendance at the scientific 
sessions of the Association. It has been dis- 
appointing to see a sprinkling of people sitting 
before some well known physician who has 
perhaps come hundreds of miles and put him- 
self to considerable inconvenience to address 
the members. 

This year there was a much better show. On 
Wednesday afternoon the attendance was 
good. No count was made, but thinking to 
get some indication on Thursday of what the 
attendance was, we kept a rough count of the 
number of people in the hall for the various 
papers. Obviously the numbers do not repre- 
sent the same people as there was much com- 
ing and going depending on the interest of 
various topics. The morning started off fairly 
well with 95 doctors in the hall and the num- 
ber fluctuated all during the day from a low 
of 86 at the discussion on Perinatal Problems 
to a high of 128 at the discussion of the 
Burned Patient. Even the last panel could 
show a gathering of 107 members. 

This is better but still not as good as it 
might be considering that there was a registra- 
tion of over 500 physicians. What was re- 
sponsible does not appear. Certainly the 
material provided on the program was excel- 
lent, and some extra effort was made this year 
to interest people in staying through the 
scientific session. Perhaps even the weather 
was helpful, as it was a bit too cool to tempt 
many members into their bathing suits. How 
to insure a really full audience for our guest 
speakers still remains a bit of a mystery. 


CIVIL DEFENSE 


At the last meeting at Myrtle Beach there 
was some discussion of the manner in which 
the Association was connected with the 
broad picture of civil defense, and certain sug- 
gestions were made for improvement of the 
present arrangement. Up to now the president 
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and the president-elect of the Association 
have been representatives of the Association 
ex-officio, and with the annual change of 
officers there has been no great continuity 
about the connection with the Civil Defense 
Commission. Council prepared a resolution 
recommending to the Commission a new 
arrangement whereby a medical director and 
deputy medical director who would be mem- 
bers and probably employees of the South 
Carolina Medical Association would be ap- 
pointed in place of the ex-officio members 
previously in office. It is conceivable that 
duties of the director might be quite extensive 
and onerous, and it seems hardly a proper 
arrangement to expect one or two of our 
members to devote the large amount of time 
which potentially might be necessary for the 
positions. No definite action was taken as the 
arrangement would have to be approved by 
the Civil Defense Commission, and no steps 
were proposed for any immediate changes. 


REPORT OF THE MEDICAL ADVISORY 
COMMITTEE TO THE CRIPPLED 
CHILDREN SOCIETY OF S. C. 


The Medical Advisory Committee has been in 
close touch with the activities of the Society through- 
out the year, and has endeavored to give such 
assistance as it could toward the solution of several 
problems which arose. These problems were con- 
cerned partly with the difficulties encountered because 
of the unapproved activities of an organization which 
wished to raise funds for the cerebral palsied child. 
Because of the manner in which this rival campaign 
was conducted, and because of the total lack of any 
communication with the medical profession as a whole 
or with this committee, the Advisory Committee was 
strongly opposed to the activities which were carried 
on in several areas of the State, and which were very 
confusing to the public and indeed to many physi- 
cians. This rival organization has made no report of 
its plans or apparently shown any desire to have the 
approval and cooperation of the profession. 

Several members of the Committee have attended 
meetings in Columbia. The usual annual luncheon for 
the Committee was held at the last meeting of the 
Association in Columbia and will be repeated this 
year at Myrtle Beach. : 

The Committee is of the feeling that the Society is 
conducting its affairs in an entirely desirable manner, 
and wishes to re-endorse its program and hopes to 
be able to do what it can to promote its success. 


J. I. Waring, Chairman 
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DR. B. J. WORKMAN 
OF WOODRUFF, S. C. 
Vice President for 1960-1961 


Dr. Workman is a graduate of Furman Uni- 
versity and of the Medical College of South 
Carolina. He is a veteran of World War I, and 
a Fellow of the International College of Sur- 
geons. A short time ago he was awarded a 
“Doctor of Humanities” Degree from Furman 
University. He is a member of the Hospital 
Advisory Council of the State Board of Health, 
a Trustee of Furman University, Past Presi- 
dent of the Spartanburg County Medical So- 
ciety and has served on the Spartanburg 
County Board of Education. He is also 
Assistant President of the Woodruff State 
Bank. With Dr. B. J. Workman, Jr. and Dr. 
John A. Workman he conducts the Woodruff 
Memorial Clinic at Woodruff. 


MINUTES OF COUNCIL MEETING 
Myrtle Beach, 8. C., May 17, 1960 
The first meeting of Council in conjunction with 
the Annual Meeting of the Association was called to 
order by the Chairman, Dr. C. N. Wyatt at 9 a. m. 
All members of Council were present. 
The minutes of the Special Meeting of October 7, 


1959 were approved as published. The minutes of 
the Special Meeting of March 23, 1960 were read, 
corrected and approved. 

The Chairman reported that a bill had been passed 
by the Legislature, House Bill #2572, allowing 
previously licensed naturopaths to obtain a_ license 
for the practice of osteopathy by payment of a fee 
and without examination or determination of qualifica- 
tions. After considerable discussion, participated in 
by most members of Council, the following actions 
were taken: 

1. Council expressed opposition unequivocally to 
such a bill becoming law, and the Secretary and 
Legal Counsel were directed to frame an expression 
of opposition and send it to the Governor immediately 
requesting that he veto the bill. 

2. Mr. M. L. Meadors, Executive Secretary, was 
directed to consult the Attorney General of the State 
and find out if such a bill would be considered con- 
stitutional. 

Dr. W. Atmar Smith, Chairman of a Special Com- 
mittee appointed to study the matter of the estab- 
lishment of a Benevolent Fund for the Association, 
appeared and presented the recommendations of his 
Committee. After some discussion, during which an 
amendment to change the maximum length of service 
on the Board of Directors of the Benevolent Fund 
from three terms to two terms was lost, Council ap- 
proved the proposed plan and referred it to the House 
of Delegates with a recommendation for adoption. 

The Treasurer, Dr. J. Howard Stokes, presented his 
report which showed a surplus of $16,000 for the 
year 1959. This was accepted with the thanks of 
Council. 

Mr. Meadors stated that the hotel management had 
suggested the inclusion of an additional charge for 
tips with the hotel bill and Council approved this 
change. 

The Editor, Dr. J. I. Waring, gave his report which 
was received as information, with the thanks of Coun- 
cil. 

The Executive Secretary, Mr. M. L. Meadors, then 
made his report; this was received as information, with 
a special commendation to Mr. Meadors for the 
preparation of a brief as amicus curiae, in the case of 
the radiologist’s litigation in Spartanburg County. Mr. 
Meadors also was thanked by Council for his addi- 
tional help in the establishment of the Insurance Pro- 
gram for the Association. 

The Secretary then read his report which was re- 
ceived as information. 

The President of the Association, Dr. William 
Weston, Jr., noted that the President was ex-officio 
Medical Director of Civilian Defense for the State, 
and the President-Elect was Deputy Director. It was 
felt that these offices should be more properly filled 
on the basis of long term service, appointed by Coun- 
cil, and a recommendation to this effect was author- 
ized for presentation to the House of Delegates. 

Dr. Frank Owens reported to Council that it was 
unlikely that any physician would be called in the 
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near future to serve by virtue of Selective Service. He 
then reported that the change in the registration law 
for physicians had been prepared with the help of 
Counsel and was to be presented to the House of 
Delegates for approval. Dr. Owens then presented 
the matter of the fee schedule in Workman’s Com- 
pensation cases; Dr. J. P. Cain discussed this matter 
at length and it was recommended that the changes 
in the fee schedyle proposed by the State Chamber 
of Commerce be referred back to the Committee on 
Industrial Fee Schedule for study, with power to act. 
A motion to this effect was passed. 

Dr. J. I. Waring reported on his activities as the 
Director of the Public Relations Department of the 
Association, and of the T-V and Radio Programs 
which had been prepared under his direction during 
the past year. This was received as information, with 
the thanks of the Association’s Council, and Dr. 
Waring was directed to extend to the various T-V and 
Radio Stations the thanks of the Association. 

Dr. Waring then suggested that an information 
folder for new members of the Association be pre- 
pared, and he was authorized to continue efforts in 
this regard. 

Dr. G. D. Johnson, President of the South Carolina 
Medical Care Plan, then presented his report to 
Council. Dr. Johnson noted that there were a large 
number of federal employees eligible for Blue Cross 
and Blue Shield coverage, and as President, he re- 
quested authorization to send a letter to such em- 
ployees, along with the President of the S. C. Hospital 
Association recommending these plans. A motion to 
extend this authority to Dr. Johnson was adopted. Dr. 
Johnson then presented the list of nominees as direc- 
tors of the S. C. Medical Care Plan, which was to be 
presented to the corporate meeting later in the day, 
as follows: 

Dr. Izard Josey to succeed Dr. C. R. F. Baker 

Mr. J. H. Epting to succeed himself. 

Dr. J. H. Jamison to succeed himself. 

Mr. Capers L. Peterson to succeed himself. 

Dr. W. H. Prioleau to succeed himself. 

Dr. R. Cathcart Smith to succeed himself. 

Dr. J. P. Cain, ex-officio, to succeed Dr. William 

Weston, Jr. 

The report of the Mediation Committee was read 
and received as information. 

The report of the Special Committee in regard to 
Whitten Village, Dr. D. L. Smith, Chairman, was read 
and received as information. 

Dr. Clay Evatt stated that there was no further 
report from the Insurance Committee. 

The matter of the essay contest for high school 
students was presented and approved for next year. 

Council then by unanimous vote recommended the 
nomination of Dr. J. Howard Stokes as Treasurer of 
the Association, to be presented to the House of 
Delegates. - 


The following nominees as members of the Media- 
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tion Committee were selected by Council for pre- 
sentation to the House of Delegates. 
First District—Dr. Henry C. Robertson, Jr. and Dr. 
Warren Smith. 

Fourth District—Dr. Anthony White and Dr. Sam 
Moyle. 

Seventh District—Dr. §. E. Miller and Dr. T. M. 
Davis. 

The matter of nominations to a panel for selection 
as members of the Medical Advisory Board to the 
S. C. Industrial Commission was presented and the 
following nominations were made: 

Pathologists 

Dr. McK. P. Moore, Charleston 

Dr. E. E. McKee, Charleston 

Dr. Hunter May, Greenwood 

Dr. D. J. Greiner, Florence 

Dr. E. S. Cardwell, Columbia 

Radiologists 

Dr. S. W. Lippincott, Charleston 
. William A. Matthews, Rock Hill 
Dr. Henry Plenge, Spartanburg 
Dr. Ray Russell, Conway 
Dr. J. Harvey Atwill, Jr., Orangeburg 

Physicians 
Dr. Ripon W. LaRoche, Camden 
Dr. W. W. Edwards, Greenville 
Dr. I. G. Linton, Charleston 
Dr. C. Tucker Weston, Columbia 
Dr. H. Leon Poole, Spartanburg. 


] 


The matter of the policy of Council in defraying 
expenses of a student representative to the Student 
AMA, for their meeting next year, was approved. 

Council then expressed its approval of the Keogh 
Bill, passed by the House of Representatives and now 
before the U. S. Senate. The Secretary was directed 
to notify the Senators of this action. 

There followed a discussion of the various Forand- 
type Legislative Bills in Congress, with extension of 
Social Security benefits, and Council directed the 
Secretary to write to all Congressmen and Senators 
expressing their approval for help to the indigent 
only through currently available channels, and not 
through extension of Social Security Benefits. 

The Chairman noted that he had received from the 
Chairman of the Program Committee a suggestion for 
the payment of honoraria to out-of-state speakers at 
the Scientific Session. Council then directed that 
$1000 be allocated for honoraria for out-of-state 
speakers at the next meeting. 

Dr. A. L. Burnside reported that the Columbia 
Medical Society had adopted a resolution to the effect 
that the Legislative Representative of the South Caro- 
lina Medical Association should reside in the greater 
Columbia area. This was received as information. 

Dr. William Weston, Jr. then gave his report as 
Delegate to the American Medical Association. 

There was no further business and Council ad- 
journed at 12:30 p. m. 
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MINUTES OF COUNCIL MEETING 
Myrtle Beach, 8. C., May 18, 1960 


Council reconvened at 8:30 a. m. at the Ocean 
Forest Hotel on the morning of May 18, 1960. The 
Chairman of Council, Dr. C. N. Wyatt, called the 
meeting to order; Drs. Weston, Smith, Brewer, Scurry, 
Cain, Perry, Gressette, Burnside, Waring, Stokes, 
Crawford, Johnson, Evatt, Wilson and Mr. M. L. 
Meadors were present. 

Dr. J. P. Cain reported on the telegram, letter, and 
resolution which had been forwarded to the Governor 
requesting his veto of House Bill #2572. There was 
a general discussion as to the best procedures to fol- 
low, but no further action was taken by Council. 

There was no further business and the meeting 
adjourned at 9 a. m. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 


MINUTES OF COUNCIL MEETING 
Myrtle Beach, 8. C., May 19, 1960 


The meeting of Council was called to order at the 
Ocean Forest Hotel at 8:30 a. m. by the retiring 
Chairman, Dr. C. N. Wyatt. Present were Drs. 
Gressette, Perry, Booker, Evatt, Scurry, Eaddy, Burn- 
side, Brewer, Waring, Wilson and Cain. 

After some discussion, it was felt inadvisable for 
Council to make nominations at this time for the 
offices of Medical Director of Civilian Defense, and 
Deputy Director, and Dr. William Weston was asked 
to continue in this capacity, with Dr. J. P. Cain as 
Deputy Director, until Council decides on permanent 
nominees for these positions. 

Dr. J. I. Waring was reelected Editor of the Jour- 
nal of The South Carolina Medical Association, and 
Mr. M. L. Meadors was reelected as Executive-Secre- 
tary of the Association. 

It was decided by Council that the next Annual 
Meeting of the Association should be held in Charles- 
ton, either during the last week in April 1961, or the 
first week in May. The Executive Secretary and the 
President were authorized to make arrangements for 
the meeting on these dates. 

The following were then elected as officers of 
Council for the next year. Dr. J. H. Gressette, Chair- 
man, Dr. A. F. Burnside, Vice-Chairman, Dr. Wil- 
liam L. Perry, Clerk. 

Council then had the pleasure of an official visit 
from Mrs. Ramsbottom, retiring President of the 
Woman’s Auxiliary, and Mrs. Smith, the incoming 
President. Both gave short talks regarding the affairs 
of the Woman’s Auxiliary, which were received with 
great pleasure as information. 

There was no further business and Council ad- 
journed at 9 a. m. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 






































“You can send him in now.” 


MINUTES OF COUNCIL MEETING 
Columbia, 8. C., March 23, 1960 

A special meeting of Council was held in the Col- 
umbia Hotel on March 23, 1960. The meeting was 
presided over by the Chairman of Council, Dr. C. N. 
Wyatt. Members present were Drs. Burnside, Bozard, 
Scurry, Gressette, Weston, Brewer, Perry and Mr. 
M. L. Meadors. Also present was Dr. Frank Owens of 
Columbia, Chairman of the Committee on Legisla- 
tion and Public Policy. 

The Chairman stated that the purpose of the meet- 
ing was to make plans for the public hearing before 
the Senate Legislative Committee on the Osteopathic 
Bill recently introduced by Senator Dennis of Berkley 
County, it being specified by Senator Dennis that he 
introduced the bill by request. 

It was pointed out that the Osteopaths were asking 
for the privilege to use drugs and the use of the 
radiologists to read their films. It was the feeling of 
the reporter that it was simply a wedge to open the 
door for full freedom to practice medicine. It was 
pointed out that a Dr. Johnson in Summerville was 
the leader of the group sponsoring the bill. 

The public hearing has been set for April 5, 1960. 
The State Hospital Association will have representa- 
tives to appear against the bill. 

It was pointed out that the President of the Asso- 
ciation, Dr. Weston was to be away on that date. 
Motion made by Dr. Burnside that a postponement 
be requested on the basis of the officials of the Asso- 
ciation being unable to attend. Motion was seconded 
by Dr. Bozard and passed unanimously. 

The next discussion was to make plans in case a 
postponement was not granted. It was suggested by 
Mr. Meadors that the doctors in the counties, whom 


286 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








the Medical Affairs Committee Members represented, 
should contact the Committee Members. 

It was then directed by Chairman Wyatt that the 
Executive Secretary write to the President and Secre- 
tary in each county, wherein a Medical Affairs Com- 
mittee Member resided, asking them to contact the 
said member before the date of the hearing and re- 
quest that they (the president and secretary) also 
attend the public hearing. The Chairman also directed 
the members of Council from the Districts involved 
to follow through and see that the President and 
Secretaries carried out their assignments. Dr. Burn- 
side urged that efforts be made to have at least two 
doctors present from the county that had a Medical 
Affairs Committee Member. The total number desired 
being 20-25 doctors. 

The next topic of discussion was the bill concerning 
Naturopathy, primarily Representative Mitchell of 
Oconee, who is a naturopath. Dr. Owens stated that 
there was sympathy apparently for Representative 
Mitchell and he proposed the following motion: “That 
Council go on record as opposing the bill as now pre- 
pared to allow C. A. Mitchell to be allowed to prac- 
tice Naturopathy”. At this time Dr. Evatt suggested 
that in place of the man’s name the word “anyone” 
be substituted and this was accepted. Dr. Gressettee 
offered a further change and it was finally accepted as 
follows: “that the Council continue the stand of the 
Medical Association as opposed to the Naturopathic 
bill as presented last year”. This was voted on and 
passed unanimously. Dr. Owens reported on the 
chiropodist bill and stated that his committee had no 
opposition to it. 

Dr. Owens next reported on the Blood Labeling 
Bill and this was discussed. It was the opinion of his 
Committee that the Association offer a_ scientific 
opinion and take no part openly. Mr. Meadors in- 
formed Council that Senator Gressette had written him 
for expert information concerning the matter and he 
had communicated immediately with a noted hema- 
tologist from Tennessee, a Dr. Diggs, and thus sup- 
plied Senator Gressette’s request. The crux of the 
information obtained was that there was no justifica- 
tion for labeling. He noted further that he received 
a note of appreciation from Senator Gressette saying 
that it was most helpful to him and his committee. 

At this time we were joined by Mr. Starlin and 
other representatives from Blue Cross and Blue Shield. 
They informed the Council that the plans were being 
“used” by some, i. e., keeping patients in hospitals 
too long (apparently) with a diagnosis that ordinarily 
would not be expected to require that many hospital 
days. They stated that it was costing the plans a great 
deal of money. They pointed out that these occurences 
were more prevalent in the 8th and 6th Districts. 
When this was pointed Dr. Gressette and Dr. Perry 
agreed that they would call a. meeting at their own 
adjudication to meet in the near future and let the 
matter be carried to the Committee by representa- 
tives of the Blue plans. 

Dr. Weston lead the discussion of the courses 
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offered in Civil Defense. It was suggested by Dr. 
Brewer that the Association appoint a committee to 
select and send a man to the school. No action was 
taken. 

We were informed by Dr. Weston that Dr. Cantey 
of Columbia has informed Governor Hollings that he 
could not serve on the State Hospital Commission, Dr. 
LaBorde having been elected by the House of Dele- 
gates to this position. 

President Weston then informed the Council that 
he had sent a telegram to Vice President Nixon and 
Secretary Flemming voicing our objections to the For- 
and Bill. 

There being no further business the meeting was 
adjourned. 

Respectfully submitted, 
William L. Perry, M. D. 
Acting Secretary 


This letter has been widely circulated, but is 
reprinted for those \ no might have missed it. 


GREENWOOD COUNTY MEDICAL 
SOCIETY 
Greenwood, South Carolina 
April 22, 1960 
Representative Aime J. Forand 
House of Representatives 
Washington, D. C. 


Dear Congressman Forand: 

The Greenwood County Medical Society objects to 
the principles expressed in the Forand Bill and similar 
bills. This Society is composed of thirty-five plain, 
ordinary physicians practicing medicine under the 
free enterprise system without the benefit of subsidies. 

We agree that the 16 million people over 65 years 
of age constitute a health problem. We differ with you 
on the solution to the problem. Before being taxed 
further to carry out your plan we would appreciate 
information on several aspects of the problem from 
your viewpoint. 

How many of the 16 million people over 65 years 
of age are unable to set aside from their income or 
by donations from their families 18.7¢ daily? Enclosed 
is a policy of the Blue Cross - Blue Shield Plan in 
South Carolina for people over 65 years of age. The 
cost is 18.7¢ daily. We prefer this plan to your bill. 
Forty-seven of the seventy-six Blue Cross - Blue Shield 
Plans in the country have similar policies available to 
people over 65 years of age. 

The Blue Cross - Blue Shield Plan in South Caro- 
lina has an operating cost of ten percent. Ninety per- 
cent of the income received returns to the subscriber. 
If the tax money set aside to carry out your plan were 
kept in a separate fund and administered on a busi- 
ness-like basis, could you expect the federal govern- 
ment to administer your program at a cost of ten 
percent or less? Can you give examples of any tax sup- 
ported government business now operating for as little 
as ten percent? 
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We believe the quality of care given by this Blue 
Cross - Blue Shield Plan is better and the money 
spent by the subscriber comes back to them in a 
greater proportion than would be possible than if the 
federal government attempted to carry out your pro- 
gram. 


Taxpayers in all parts of this country are more 
aware every year of the fact that everything the 
government gives to the people, it must first take 
from the people. We know and you know that the 
federal government can not give us something for 
nothing. We ask you to show that the federal govern- 
ment’s plan for medical care of the senior citizens can 
be given as economically as the South Carolina Blue 
Cross - Blue Shield Plan and at the same time main- 
tain the quality of medical care expected and de- 
served by Americans. 

How many of the 16 million people over 65 years 
of age have little or no income and no family to con- 
tribute to their welfare? These people now have 
medical and hospital care whenever needed of the 
finest type and for an unlimited time in South Caro- 
lina. The state and federal government already take 
from our tax money enough to pay the hospitals, the 
pharmacist, the social workers, the ambulance drivers 
and everyone else except the physicians. We are not 
objecting to this system for these people. We wonder 
how the passage of your bill could offer any more. 
Your bill would compensate some services of physi- 
cians which at present are freely given. We feel the 
additional income to physicians would neither com- 
pensate for the reduced quality of medical care which 
would result nor for the increase in tax which the 
people would pay. 

Why would the quality of the medical care suffer? 
The existing facilities and personnel would be 
strained to the point of inefficiency by a sudden de- 
mand for study of all aches and pains. Physicians 
would resemble clerks in a store at a one-day-fire-sale. 

Does your philosophy of service to people over 65 
years of age include legal aid? Is service of a lawyer 
any less necessary when needed or the expense any 
easier to pay? 

In October 1942 the Supreme Court handed down 
this dictum: “It is hardly lack of due process (of law) 
for the government to regulate that which it sub- 
sidizes”. The regulation of medicine by the govern- 
ment is not what the patient nor the doctor wants in 
our opinion. 

Even without the health insurance your bill pro- 
motes, the federal government spends 3.4 billion dol- 
lars a year for health. This is the conclusion reached 
by the U. S. Budget Bureau in the first real survey of 
federal spending for health as pointed out in U. S. 
News and World Report, April 11, 1960. 

The founders of this republic meant to form a 
government that would allow each individual to enjoy 
personal rights and freedom so long as he did not 
abuse the rights of other individuals. Business was to 
be run by the people not by the government. Utopian 
plans for the government to regulate the lives of the 


people — what they can plant, how they must sell, 
whom they can hire, the hours they work — are 
wrong morally and politically. 

We believe that many Americans would still prefer 
to earn their own security. We can only hope that 
legislators will listen to the wishes of the taxpaying 
electorate more and discount the crying, wailing voices 
of labor union leaders and other cradle-to-the-grave 
lobyists who feel as Harry Hopkins that “the people 
are too damned dumb to understand”. 

P. L. BATES, M. D. 
for Greenwood County Medical Society 





CORRESPONDENCE 





May 17, 1960 
Dr. William Weston, Jr., President 
South Carolina Medical Association 
Dear Sir: ° 

I would like to thank you and the South Carolina 
Medical Society for making possible my trip to the 
tenth annual Student American Medical Association 
Convention in Los Angeles, California on May 4-8, 
1960. It was an experience that I will never forget, 
and I was greatly honored in being able to represent 
the Medical Students at the Medical College of South 
Carolina. 

The House of Delegates met on May 5 and May 8, 
and representatives from 50 medical schools in the 
United States and Puerto Rico were present. At the 
first meeting, numerous resolutions were introduced, 
and after appropriate committee study, these were 
discussed and voted upon at the second meeting. 
Some of the resolutions that were adopted included: 

1) A plan to study a program to institute “Future 
Doctor’s Clubs” in high schools throughout the 
country. 

2) A recommendation to the American Association 
of Medical Colleges that it “intensify its program to 
interest Superior Students in a career in Medicine.” 

3) A recommendation that “legislation pertaining 
to medical care of the aged would be premature, and 
that such legislation should be postponed until a 
comprehensive study of the problem is completed.” 

Also presented to and accepted by the House of 
Delegates were the annual reports of the SAMA 
standing committee on Medical Education, Graduate 
Training, and Current Trends. Elected as national 
SAMA President for 1960-61 was Bill Waddell, a 
Sophomore Medical Student at Duke University Med- 
ical School. 

Highlights of the scientific sessions included a talk 
by Lt. Col. Burt Rowen, MC, USAF, Chief of Human 
Factors Research, Edwards AFB on “Biomedical 
Frontiers of Space”, a talk by Dr. Edward Bloom- 
quist on “Why do Doctors take Narcotics?”, a panel 
discussion on “The Pro’s and Con’s of Forand Type 
Legislation”, a talk by Dr. Charles Wahly, psychiatrist, 
at UCLA, on “The Fear of Death and Its Manage- 
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An important event at the Medical College occurred 
on June 30, 1960. The retirement of Dr. Kenneth M. 
Lynch, president of the Medical College since 1949 
and before that long-time vice dean and dean, left 
room for the succession of Dr. John T. Cuttino, dean 
of the School of Medicine and executive vice-president 
of the College. Dr. Cuttino will serve as acting-presi- 
dent. 

Dr. Lynch’s achievements in the scientific field are 


ment”, and a panel discussion moderated by Raymond 
Burr (TV’s “Perry Mason”) on “Murder, the most 
overlooked Cause of Death.” On this panel also were 
Erle Stanley Gardner, and Dr. Frederick Newbarr, 
Chief Autopsy Surgeon, Los Angeles Coroner’s Office. 

We also enjoyed the pleasure of three luncheons 
for the delegates and alternate delegates. One lunch- 
eon by the American Academy of General Practice 
featured a talk by Dr. John G. Walsh, the Academy's 
President. Another luncheon was sponsored by the 
AMA and we were privileged to hear a talk by Dr. 
Louis E. Orr, President of the AMA. The third lunch- 
eon was given to us by Wyeth Laboratories, at which 
a talk was given by Dr. Edward R. Pinckney, Editor 
of The New Physician. 

Another interesting part of the convention was the 
twenty-five scientific exhibits prepared by medical 
students, interns, and residents. There were also 38 
technical exhibits presented by the various pharma- 
ceutical, book, and allied companies. Over 100 
photographs which were entered in the Photographic 
Salon were also exhibited. 

Again, I would like to express my appreciation to 
you for making this trip possible. I feel that it has 
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well known, and his part in the development of the 
Medical College has been unique. He continues as 
Chancellor and will serve in several other important 
capacities. Dr. Cuttino, a Medical College alumnus 
and like Dr. Lynch, a pathologist, has had much 
scientific and administrative experience and comes 
well prepared to his position of greater responsibility 
and opportunity. 


better qualified me to serve my fellow students, to be 
a better physician in the years to come, and to better 
understand and appreciate the many varied aspects 
of organized medicine. 

Sincerely yours, 

J. William Allgood, President, 

SAMA, Medical College of S. C. 

Charleston, South Carolina 


SWANSEA NEEDS A DOCTOR 


A doctor is needed to serve the 10,000 people who 
live in the sandhill region around this lower Lexington 
County town. 

Swansea has a part time doctor who visits the 
community every week-day night except Wednesday. 
Dr. Leo Kirvin, a member of the staff at Columbia 
Hospital has office hours in the community from 5 
o'clock until 8 or 9 o'clock, “or until the work is 
done”. 

But the nearest full-time doctor is in North, and 
there is a wide area of Orangeburg, Lexington, and 
Calhoun County which needs the services of a phy- 
sician in the central town of Swansea. 
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Important People at the Annual Banquet, Myrtle Beach, 1960. 


Dr. William Weston, Jr., president; Honorable James F. Byrnes; Dr. E. Vincent Askey, president-elect 
of the A.M.A. 


BLUE CROSS... BLUE SHIELD 





COLORADO MEDICAL PLAN POINTS which Blue Cross-Blue Shield picks up the medical 
THE WAY bills as they come in. The state, in turn, reimburse 


(Abbreviated from an Article by Bob Tonsing, Staff Blue Cross-Blue Shield and gives it a little something 


Writer, Denver Post, Denver, Colorado. extra for its trouble. 

A national medical care program for the aged? Col- The extra amounts only to actual expenses incurred 
orado’s plan for pensioners might be just what the in dealing with the pensioners, the doctors and the 
doctor ordered. hospitals, since Blue Cross-Blue Shield are non-profit 

Now in its third year, the plan has been widely organizations. 
praised as a gem of efficiency and effectiveness in a In 1959, these administration costs amounted to 
field often characterized by administrative waste and 2 per cent of the entire bill. If the state were to 
tragic futility. handle the paper work of the program itself, some 

The Colorado Welfare Department has a fund of experts say these costs might run from 10 to 15 per 
$10 million earmarked for annual expenditure in the cent. 
medical program for pensioners. Here’s how Colorado’s unique medical care pro- 

About $3 million of this is handled by the Welfare gram works: 

Department for pensioners’ care in nursing homes, All 52,000 Colorado pensioners are issued identifica- 
drugs for patients in nursing homes and several mis- tion cards. Any pensioner is eligible whether he’s get- 
cellaneous programs amounting to less than $100,000 ting the maximum $106 cash payment a month or a 
each. mere $1 a month. 

The rest — about $6.5 million — is spent for a The card tells hospital and doctors that the bearer 
medical care program with benefits similar to those is entitled to benefits comparable to Blue Cross’ Com- 
of good medical insurance plans of the kind many prehensive Plan and Blue Shield’s Standard A Plan. 
younger people are enrolled in. Translated, this means a pensioner gets fully-paid 

As a matter of fact the program is even ad- care in a semi-private room (not a ward), with all 
ministered by the people who run the Blue Cross-Blue hospital, surgical and medical costs covered. 

Shield plans in Colorado. He can stay 30 days ncrmally, but if the trouble 

But it is not insurance. It is a sort of cost-plus under warrants the Welfare Department can authorize ad- 
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ditional periods of full hospital coverage. 

The card also entitles a pensioner to doctors’ visits 
outside the hospital. He may summon a doctor to his 
home, or go to the doctor's office, two times every 
three months; the state, through Blue Cross-Blue 
Shield, will pick up the tab. 

In addition, the Blue Cross-Blue Shield office 
handles administration of doctors’ calls to pensioners 
put up in nursing homes. 

The state will pay for as many as six routine doc- 
tors’ calls at nursing homes every three months, or 
12 calls during that period if the patient’s health de- 
mands it. 

The program is liberal. It treats the pensioner like 
an insurance beneficiary, not a ward of the state. 

Malingering has not been a problem. On the con- 
trary, Colorado’s senior citizens have been staying in 
the hospital only an average of 11.72 days per ad- 
mission. This is two days less than the national av- 
erage for people 65 and over. 

What about the doctor’s office privileges? Do the 
pensioners use up their excess visits for socializing? 

Blue Cross says they don’t. Theoretically Colorado’s 
52,009 pensioners could use up a total of more than 
400,000 visits a year. They’ve been seeing the doctor 
only about 90,000 times a year, the records show. 

How much is all this costing the Colorado tax- 
payer? 











ROTARY BOWL IS AWARDED TO 
DR. NEIDICH 

Beaufort physician Dr. Sol Neidich on May 12 be- 
came the fourth person in a decade to receive the 
seldom-awarded Rotary Bowl. 

The bowl, awarded by the Beaufort Rotary Club 
only when it decides there is a worthy candidate, 
was presented to Dr. Neidich by attcrney Joab Dowl- 
ing during the club’s annual “Ladies Night”. 

Selected by a secret committee, Dr. Neidich was 
cited for his service to the city, county and state. 

In presenting the award, Dowling noted the Beau- 
fort physician served as campaign chairman for last 
year’s United Fund drive that topped its goal by a 
comfortable margin. 

He was credited with being instrumental in launch- 
ing the Rotary Christmas welfare project and the 
club’s annual vocational guidance program at the 
Beaufort High School. 

He also serves on the Beaufort USO Club board of 
directors, a post he has held for seme 10 years. 

Dowling also pointed out that Dr. Neidich served 
three terms as chief of staff cf the Beaufort Memorial 
Hospital, is a past president of the Coastal Medical 
Society and was appointed by Gov. E. F. Hollings to 
represent this county on the Alcoholic Commission of 
South Carolina. 

A native of New York City, he was educated at 
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In 1959, the services managed for the state by 
Blue Cross-Blue Shield came to $6,526,188.69, plus 
$131,194 fcr administration costs. 

This meant that the administration costs ran‘ about 
2 per cent of the program’s over-all expense. 

For the item of Blue Cross-type hospital care, the 
state was charged just $42,818 — a mere 0.8 per 
cent — for the processing of 21,409 hospital ad- 
missions. 

It has been estimated that in New Ycrk, where the 
state handles all of the administration details for 
pensioners medical services, Colorado’s $6,526,188.69 
outlay would have run up a paper work bill of more 
than $700,000 — a far cry from the $131,194 Col- 
orado actually had to put out. 

Doctor Paul Hartendorp, Director of Medical Ser- 
vice for the State Welfare Department said, “after 
two full years of trial, I'm convinced that our pro- 
gram is the best — and most effective in the nation.” 

“Blue Cross - Blue Shield does most of the paper 
work,” he said, “but the Welfare Department still 
makes the decisions.” 

One dividend of the program has been a jump in 
pensioner morale. 

Being assured of medical insurance-type pro- 
tection has meant peace of mind to many a Colorado 
pensioner. Another morale builder is the privilege of 
being able to choose any hospital for medical care. 


the University of South Carolina and the Medical Col- 
lege of South Carolina. 

Except for World War II Army Air Corps service 
as a flight surgeon with the rank of major, Dr. Neid- 
ich has practiced in Beaufort since 1940. 


DR. WIGHTMAN R. DUKE, SURGEON, 

JOINS ST. EUGENE HOSPITAL STAFF 

Dr. Wightman R. Duke, surgeon, has joined the 
staff of St. Eugene Hospital in Dillon and has opened 
offices for the practice of medicine. 

Dr. Duke comes to Dillon from Texarkana, Texas 
(and Arkansas), and has received a cordial welcome 
from members of the medical profession in the area. 

Dr. Duke is a Fellow in the American College of 
Surgeons and a member of the American Medical 
Association, the Southeastern Surgical Congress, the 
Southern Medical Association and the state and local 
associations. 

He was graduated with the A. B. Degree from 
Columbia University in New York and received his 
M. D. from Emory University in Atlanta, where he 
was highest honor graduate. 

He was an officer in the Medical Corps of the U. S. 
Novy for 11 years, leaving the service with the rank 
of Commander, to do graduate work in surgery at the 
Mayo Clinic. 


MEDICAL PANEL FEATURED 
A panel of physicians, all members of the Grcen- 
wood Rotary Club, answered questions on medicine 
at a luncheon meeting of the Rotary Club at Green- 
wood recently. 
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Physicians on the panel were Dr. Guy Calvert, Dr. 
Stanley Baker, Jr., Dr. J. A. McQuown, Dr. William 
A. Klauber, Jr., Dr. W. P. Turner, Jr. and Dr. P. L. 
Bates, moderator. Dr. Lee Rodgers, local veterinary, 
and Preston Nesbit, administrator of Self Memorial 
Hospital also served as panel members. 


Dr. K. N. Owens, obstetrician and gynecologist, and 
Dr. Niles A. Borop, Jr., will form a partnership in 
Aiken effective July 1, 1960 and operate from the 
offices presently used by Dr. Borop on Waterloo 
Street. 


GRANTS AWARDED 


Grants totaling more than $200,000 have been 
awarded to the Medical College of South Carolina. 

A two-year grant of $35,800 was awarded by the 
American Cancer Society to Dr. H. R. Pratt-Thomas 
of the Department of Pathology to further the study 
of “Cervical Carcinogenesis (cancer) and Its Relation- 
ship to Smegma.” 

Dr. R. Randolph Bradham, assistant professor of 
surgery, was awarded $7,500 for a year to study 
methods whereby thromboses may be dissolved. The 
United Health and Medical Research Foundation of 
South Carolina, Inc., made the award to Bradham. 

Dr. Edwin Boyle, Jr. was awarded a_ three-year 
grant of $28,658 a year for the study of cardiovascular 
disease in South Carolina. 

Boyle is in the Department of Medicine. The grant 
was made by the Department of Health, Education 
and Welfare of the National Institutes of Health. 

The Medical College was awarded a one-year grant 
of $71,878.33 to improve and promote medical educa- 
tion generally. The grant was awarded by the Ameri- 
can Medical Education Foundation. 

The funds were made available by contributions of 
the medical profession such as medical auxiliaries, 
private practitioners and members of the Medical Col- 
lege staff. 


DR. BRICE OPENS OFFICE 
IN ROCK HILL 


Dr. Joe M. Brice, Jr., an orthopedic surgeon, is 
establishing an office at 144 Sedgewood Drive in 
Rock Hill. He is a native of Kingstree and son of Dr. 
and Mrs. J. M. Brice, Sr. He attended public schools 
in Kingstree and is a 1950 graduaté of The Citadel. 
He graduated from the Medical College of South 
Carolina in Charleston in 1954 and interned at Cook 
County Hospital in Chicago, II. 

He has taken specialty training at Grady Memorial 
Hospital in Atlanta, Ga., and Medical College of 
Virginia Hospital and Crippled Children’s Hospital 
in Richmond, Va. 


HARDEEVILLE HEALTH CENTER HAS 
OPEN HOUSE 


Persons visiting the new auxiliary Health Center in 


Hardeeville, Friday, April 23, during “Open House” 
were high in praise of this modern and well equipped 
health facility. 

Constructed of brick with wrought iron trim it is 
an attractive addition to the Town of Hardeeville. It 
is complete with waiting room space large enough to 
seat 40 persons comfortably, two rest rooms, utility 
room, dressing room, examining room, treatment and 
conference room. 

Dr. T. B. Carroll, Jr. is part-time Clinician. 


COL. CHARLES TAKES HOSPITAL 
EDUCATION POST 

J. M. Daniel, Superintendent of the Columbia Hos- 
pital of Richland County, has announced that the 
Board of Trustees of the hospital has approved the 
appointment of Col. Roland K. Charles, Jr., as Direc- 
tor of Medical Education. Dr. Charles will assume his 
position at the hospital July 1, 1960. 

In this new position Col. Charles will organize, co- 
ordinate, and promote the continued growth and de- 
velopment of the educational activity of the hospital 
in the medical field. The Columbia Hospital is ap- 
proved by the Council on Medical Education of the 
AMA for the training of internes and for the training 
of residents in the specialties of General Surgery, Ob- 
stetrics and Gynecology, Orthopedics, Pediatrics and 
Internal Medicine. 

He is a native of Timmonsville, and received his 
AB degree from Wake Forest College, N. C., and his 
medical degree from Jefferson Medical College, Phila- 
delphia, Pa. Prior to military service, Dr. Charles 
served on the staff at Saunders Memorial Hospital in 
Florence for four years. 


At the recent annual meeting of the Palmetto Med- 
ical, Dental and Pharmaceutical Association held at 
Atlantic Beach, May 10-12, speakers included: Dr. 
Carl Greene, Columbia; Dr. J. R. Paul, Charleston, 
and Dr. Arthur V. Williams, Charleston. 


NURSING CARE CENTER BUILT 
NEAR COLUMBIA 

The first unit of a million-dollar nursing care center 
opened near Columbia its president and medical 
director, Dr. J. William Pitts, has announced. 

Pine Lake’s initial unit, a 32-bed, $200,000 building 
overlooking landscaped grounds and private lake, will 
receive persons coping with an alcohol, narcotic, or 
mental health problem. 

“Pine Lake will fill an acute need for an institution 
of the highest standards,” Dr. Pitts said. “We plan to 
stress the value of wholesome recreation — fishing, 
golf, hcrseback riding or hiking — in the rehabilita- 
tion of our patients.” 

Now in an advanced stage of planning is a 100-bed 
general nursing care facility. An announcement about 
this will be forthcoming in a few months, Pitts said. 

Design of the building was worked out in coopera- 
tion with Dr. W. P. Beckman, director of the S. C. 
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Mental Health Commission, and with the advice of 
the hospital planning unit of the State Board of 
Health. 





A portrait of Dr. Thomas Antley Pitts of 
Columbia, chairman of the board of trustees 
of the Medical College of South Carolina since 
1941 and a member of the board since 1930, 
was unveiled in an informal ceremony held 
June 2nd in the amphitheater of the Medical 
College Hospital. The portrait of Dr. Pitts, 
who graduated from the Medical College in 
1916, will be hung in the Medical College Hos- 
pital which was built while he was chairman 
of the board. 


Members of the board of trustees, faculty 
and staff of the Medical College and personal 
friends of Dr. Pitts commissioned the portrait, 
which was presented to the institution by Dr. 
J. Decherd Guess of Greenville, a member of 
the board of trustees. Dr. Kenneth M. Lynch, 
president of the Medical College, accepted 
the portrait for the institution. 


The South Carolina Pediatric Society held a busi- 
ness meeting in Myrtle Beach on May 18th. Officers 
elected for the coming year are: Drs. Kenneth H. 
Herbert, Charleston, President; Casper E. Wiggins, 
Greenwood, Vice President; and Howard B. Smith, 
Conway, Secretary-Treasurer. 


Jury, 1960 





Dr. A. R. Johnston of St. George was elected 
second vice-president of the Association of Surgeons 
of the Southern Railway System at a recent meeting 
of the Association. 











FROM THE PAPERS 








DR. LYNCH RETIRES 

In the 47 years since Dr. Kenneth M. Lynch first 
came from Texas to the faculty of the Medical Col- 
lege of South Carolina, medicine has undergone many 
changes. So has the medical college. In both, Dr. 
Lynch has played a prominent role. 

Under his direction, the college has expanded both 
in number of students and in facilities. The big Medi- 
cal College Hospital is due almost entirely to in- 
sistence by Dr. Lynch that the college should have 
its own hospital instead of depending, as in the past, 
on the community hospital for teaching material. The 
State of South Carolina invested heavily in this build- 
ing on faith in Dr. Lynch’s policies. 

Succeeding him as president will be Dr. John T. 
Cuttino, a graduate of the Medical College who re- 
turned to Charleston after military service in World 
War II to join the medical faculty. He holds the 
office of dean of the School of Medicine and executive 
vice president of the college. Dr. Cuttino is thoroughly 
familiar with the administration and we wish him 
well in assuming his new duties. To Dr. Lynch we 
express the thank of the public for many years of 
service, and the good wishes of ‘South Carolina citi- 
zens for long life and good health in retirement. 


News and Courier 


MEDICAL LEADER 


As spokesman for the medical profession in this 
state, the president of the South Carolina Medical 
Association plays an important role in public affairs. 
He may be called on to express views on state legisla- 
tion concerning health and medical care. Inasmuch 
as the medical men he represents are substantial 
citizens in their communities, his words bear weight 
in public deliberations. 

We make these comments in connection with the 
installation Tuesday of Dr. Joseph P. Cain, Jr. of 
Mullins as the new president of the state medical 
association. Dr. Cain is a man with an established 
medical background. Several generations of Cains 
have practiced and taught medicine in South Carolina 
and helped raise professional standards. 

We are confident that in assuming his new duties 
Dr. Cain will carry on a notable tradition of medical 
service to his state. 

News and Courier 


DR. H. GRADY CALLISON, 
DEAR GRADY: 


Few Andersonians have had more useful or faithful 
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careers than the one you have established in 36 years 
of public health work. You have seen public health 
work grow from infancy to the vital position it now 
holds in our state and county. And you have made a 
great contribution to that progress. Many thanks and 
continued success to you. 


COLONEL ANDERSON 
The Anderson Mail 


THE SOUTH CAROLINA EYE BANK 


South Carolina has joined other areas in the creation 
of an eye bank whose major purpose is that of supply- 
ing corneal material for transplants. The corneal 
material is available for the use of ophthalmologists 
in the state and other eye banks when needed and 
available. In addition to supplying corneal material, 
the eye bank is supplying vitreous for implantations 
and, where possible, eyes for basic research and eye 
pathology. 

The eye bank was created three years ago by a 
committee from the Lions Clubs of the state working 
with a committee from the South Carolina Society of 
Ophthalmology and Otolaryngology. This culminated 
several years of planning which included the passage 
of permissive legislation whereby donation of one’s 
eyes while living to be effective immediately after 
death was adopted. The operation of other eye banks 
was studied and visits were made to the North Caro- 
lina Eye Bank in Winston-Salem, North Carolina. 
Plans for the creation of the bank were discussed with 
Dr. Lynch of the Medical College of South Carolina, 
looking for the advancement of the training in oph- 
thalmology at the college and for the advancement of 
knowledge of eye pathology in the state. 

Although statewide in scope of its operation the eye 
bank is centrally located in Columbia. It has repre- 
sentatives throughout the state and equipment for the 
enucleation and transportation of eves strategically 
located at various places over the state. 

The basic operation of the eye bank is that of a 
clearing house for the channeling of information. It 
maintains a twenty-four hour answering service to re- 
ceive calls. It maintains a file of donors who have 
signed forms donating their eyes to the bank. It re- 
ceives requests from doctors for corneal material and 
vitreous. The eye bank handles the details for the 
enucleation and transportation of the eyes by contact 
with ophthalmologists. 

Comparatively speaking, the South Carolina Eye 
Bank is young in its existence and operation. Since 
its creation it has supplied corneal material for 25 
corneal transplants and vitreous for 8 implantations. 

During the early months of its operation the eye 
bank had to rely exclusively on eyes received from 
other eye banks. These eyes were received from the 
Boston Eye Bank, the Eye Bank for Restoring Sight, 
New York, and the Sight Conservation Society of 
Northeastern New York, Schenectady. The last named 
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bank was most cooperative and was our principal 
benefactor in the supplying of corneal material. 

Reports have not been requested or received from 
ophthalmologists giving the results of the operations 
which have been performed; however, from the re- 
ports which have been received, it would appear 
that in most instances the post-operative recovery has 
been satisfactory. 

In addition to providing corneal and_ vitreous 
material, the eye bank was created to supply eyes to 
be used in basic research. Those phases of research 
with which the bank is most familiar have been in 
methods to preserve corneal material. 


As a result of such research, there has been de- 
veloped a method by which corneal material and also 
vitreous can be preserved. This procedure is com- 
monly referred to as a “dry freeze” process. Vitreous, 
of course, can be stored even at room temperature 
without losing its qualities or can be kept under 
refrigeration for great lengths of time; however, the 
cornea must be preserved through this or some simi- 
lar process or used immediately. 

Corneas which have been preserved are used 
basically for preservation of the eye in cases where 
immediate transplant is necessary. They are also used 
for lamella (partial-thickness) grafts; however, fresh 
corneas are still preferable for lamella transplants and 
are required for full-thickness grafts. 

Recently, the North Carolina Eye Bank in Winston- 
Salem purchased the necessary equipment and _pro- 
vided facilities and personnel for preserving corneas. 
Through its affiliation with the North Carolina Eye 
Bank, our organization has been provided with the 
use of these facilities for a nominal fee. To date, the 
bank has processed one set of corneas and they are 
on hand for use when an emergency arises. 


As stated in the opening remarks the eye bank de- 
sires to assist in the training of ophthalmologists and 
the furnishing of eyes for pathological purposes to the 
Medical College. As eyes become more readily avail- 
able, this purpose may be realized. At present the 
eyes are not being received in sufficient quantity to 
aid materially in this phase of the program; however, 
we of the eye bank feel that with the establishment 
of an eye bank more eyes will be available when its 
purposes are more generally known. With more eyes 
available and with increased laboratory work on re- 
search and eye pathology at the Medical College the 
entire field of ophalthalmology in South Carolina will 
be advanced. 

We of the eye bank wish to assist all doctors in the 
state, not only the ophthalmologists with whom we 
are more closely related. 

The continued interest and support of the entire 
medical profession is earnestly requested. An under- 
taking of this nature can only succeed with the help 
of all citizens both professional and lay. Your inquiries 
are invited. Please call on us to render any assistance 
which we may give. 











ANNOUNCEMENTS 





The 1960 Annual Meeting of the Southern 
Trudeau Society (and the Southern Tuberculosis 
Conference) will be held on September 14, 15, and 
16, 1960, at the Hotel Francis Marion, in Charles- 
ton, South Carolina. 


The Fourth National Cancer Conference will be 
held at the University of Minnesota, Minneapolis, 
September 13-15, 1960. The theme of the Conference 
is “Changing Concepts Concerning Cancer.” The Con- 
ference is sponsored jointly by the American Cancer 
Society and the National Cancer Institute of the 
Public Health Service, Department of Health, Educa- 
tion, and Welfare. 

Copies of the Conference program and registration 
cards may be obtained from the National Cancer 
Conference Coordinator, American Cancer Society, 
521 West 57th Street, New York 19, N. Y. 


The tenth Biennial Southeastern States Cancer 
Seminar for Physicians will be held at the Cherry 
Plaza Hotel, in Orlando, Florida, November 16-18, 
1960. The theme “New Horizons of Cancer Research 
and Therapy” will feature an outstanding faculty of 
fourteen nationally prominent guest speakers. 

This Seminar is being presented by the Orange 
County Medical Society in cooperation with the 
Florida Medical Association and supported jointly by 
the Florida State Board of Health and the American 
Cancer Society, Florida Division, Inc. There is no 
registration fee. 

For advance reservations or further information, 
contact 1960 Cancer Seminar Committee, 17 Lake 
Street, Orlando Florida. 


TENNESSEE VALLEY MEDICAL ASSEMBLY, 
Read House, Chattanooga, Tenn., September 26-27, 
1960. Dr. Robert A. Waters, 109 Medical Arts Build- 
ing, Chattanooga, Tennessee, Chairman. 


GREENWOOD SEMINAR 
The Annual Greenwood Seminar will be held at 
the Self Memorial Hospital on Wednesday, August 
10, 1960. The program will be as follows: 
Dr. J. R. Heller—“Cancer Research and Modern 
Therapy of Malignancies.” 
Dr. Thomas A. Stamey—‘Present Concepts of Renal 
Hypertension.” 
Dr. Robert A. Conard—“Diagnosis and Treatment of 
Radiation Sickness.” 
Dr. Frank F. Lamons—“Orthodontics, Its Place in 
Today’s Practice.” 
There will also be several five minute papers pre- 
sented by members of the Staff of Self Memorial Hos- 
pital. 
Dr. Heller was recently appointed Head of The 
Memorial Hospital, New York. 


Jury, 1960 


Dr. Conard was responsible for the study of the 
Marshallese and Americans accidently exposed to 
fallout radiation in 1954. Since 1955 he has been 
Associate Physician Scientist with the Brookhaven 
National Laboratory and has continued his annual 
surveys of those exposed to fallout in 1954. 

Dr. Thomas Stamey is Assistant Professor of Urol- 
ogy, Urological Department, John Hopkins Hospital. 

Dr. Frank Lamons is Professor of Orthodontics and 
Chairman of Orthodontic Department, Emory Uni- 
versity School of Dentistry. 


CENTER TO CARE FOR ALCOHOLICS 


Florence’s role as one of the leading medical cen- 
ters of the Carolinas will be strengthened during the 
future with the construction of the South Carolina 
Alcoholic Rehabilitation Center. 

Plans for the center have been drawn. Construction 
awaits only state appropriation of $75,000 to add to 
a $75,000 appropriation made in 1958. This sum is 
to be matched by a $150,000 appropriation of the 
U. S. Government. 

The new center is to be located on the Florence- 
Darlington dual-lane highway in the vicinity of the 
Florence-Darlington Tuberculosis Sanatorium, and the 
Darlington-Florence Mental Health Clinic. 





DEATHS 





DR. J. H. CANNON 

Dr. Joseph Henry Cannon, heart specialist and 
founder of the first heart clinic in Charleston, died at 
a local hospital May 22. He was 74. 

Dr. Cannon was born in Charleston in 1886. Dr. 
Cannon was graduated from the Medical College of 
South Carolina in 1912. 

In 1930, Dr. Cannon established the first Charles- 
ton clinic devoted especially to the diagnosis and 
treatment of heart disease at Roper Hospital. In con- 
junction with his work in heart ailments Dr. Cannon 
introduced the first electrocardiograph in Charleston. 

Dr. Cannon was for many years a delegate to the 
American Medical Association from the South Carolina 
Medical Association. He was emeritus clinical profes- 
sor of medicine at the Medical College of S. C. 

He was president of the Medical Society of South 
Carolina from 1940 to 1941 and was treasurer of that 
organization for many years. He was a past master of 
Orange Lodge 14, AFM and was an honorary mem- 
ber of the Country Club of Charleston. He was re- 
tired as a lieutenant commander in the U. S. Naval 
Reserve. 

Dr. Cannon’s membership in professional organiza- 
tions included the American Heart Association, Amer- 
ican Medical Association, American College of Phy- 
sicians, the Widows and Orphans Society, Medical 
Society of S. C., Charleston County Medical Society 
and the S. C. Medical Association. 
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DR. E. T. KELLEY 

Dr. Edward Theron Kelley, 73, physician and sur- 
geon of Georgetown died Monday, May 16th at his 
residence. 

Dr. Kelley was born October 10, 1886, in Lee 
County near Bishopville. He was graduated from the 
Medical College of South Carolina in 1908 and be- 
gan practice in Kingstree shortly afterward. He later 
founded Kelley Memorial Hospital in Kingstree and 
was surgeon there until coming to Georgetown in 
1947. He and his son, the late Dr. James Aleck Kelley, 
built and operated Kelley Clinic. 

Dr. Kelley was a fellow of the American College of 
Surgeons, a member of the Tri-State Medical Society, 
and other professional groups. He was a Mason. 

While living in Kingstree, he was active in civic and 
fraternal organizations. 


McCormick finally has its:second doctor. 

Dr. C. R. Strom, Jr. will move to McCormick from 
Cliffside, N. C., as soon as a residence is available 
and will take over the building occupied by the late 
Dr. C. F. Workman. 

A native of McCormick and a graduate of McCor- 
mick High School, Dr. Strom was graduated from the 
University of Georgia and went into the newspaper 
profession. After gaining a pre-medicine degree at 
sulford College, N. C., he was graduated from the 
Medical College of South Carolina. 


DR. LEWIN OPENS OFFICE AT CRESCENT 

Dr. B. Read Lewin, frequent visitor to the Grand 
Strand, has taken up permanent residence at Crescent 
Beach and has opened offices for local practice. A 
native of New Hampshire, Dr. Lewin is aged 52, a 
graduate of McGill University of Montreal, Canada, 
and holds a Fellowship in the American College of 
Surgeons. He served his internship at Kings County 
Hospital, Brooklyn, N. Y. and did resident and 
fellowship work at Presbyterian Hospital, Newark, 
N. Y. A specialist in surgery, Dr. Lewin was recently 
approved as a full fledged staff member of the Loris 
Hospital. 





BOOK REVIEWS 





PSYCHOANALYSIS AND HUMAN VALUES. 
(Science and Psychoanalysis. Volume II1) Edited by 
Jules H. Masserman, M. D., Editor. 367 pages. Grune 
& Stratton, New York. 1960. $11.00. 

This book represents the third volume of study in 
the three years of the existence of the Academy of 
Psychoanalysis. It is a beginning study of the relation- 
ship of the personal, moral, and ethical feelings as 
related to psychiatric disease. There are many writers 
from the various non-Freudian training institutes of 
psychoanalysis expressing their ideas as to how the 
goals of psychoanalytic therapy can and must be 
related to more than just symptom-removal. Various 


articles trace the development of psychoanalytic 
therapy through the phases of symptom removal, 
authoritarian doctor-patient relationship, and the 
understanding of conscience formation (expressed 
formerly as the “super ego.” ) 

This book, in many articles, shows the important 
present phase of what is called “value orientation” as 
it is worked out in therapy. In other words, many 
studies have previously indicated that what a patient 
begins to live by, in the various sectors of his life, 
may be a reflection of what the psychoanalyst thinks 
and feels. However it is well pointed out that in the 
proper doctor-patient relationship in psychoanalytic 
therapy, the doctor must be as aware of his own per- 
sonal values as he is of teaching the patient to de- 
velop his values quite apart from and separate from 
the personal values of the analyst himself. In fact, as 
one article points out in the book, the major or highest 
goal in therapy should consist of finding and develop- 
ing a set of personal values in the patient that is 
forged and developed in a unique personal setting, 
apart from what external society superficially believes. 
But most importantly, it is to be able to find out that 
he has certain personal values that are consistent with 
and are reinforced by other similar values that do 
exist in our society, even though it is not found in 
the majority of people. 

This book is, in a way, somewhat technical but is 
also sociologically acceptable, since it relates the in- 
dividual to finding some validation of his values as 
they exist in some parts of our society, and empha- 
sizes the importance of solid values of thinking, feeling 
and behavior, rather than finding security in these 
values only if they exist in the conventional majority. 

The articles present a new approach to what can 
be called today “the science of morality.” Although 
the goals in this are admittedly high, it does at least 
indicate that there is scientific validity in finding out 
what morality is. 

Norton Williams, M. D. 


CURRENT APPROACHES TO PSYCHOANALY- 
SIS. Edited by Paul H. Hoch, M. D. and Joseph 
Zubin, Ph. D. 191 pages. Grune & Stratton, New 
York 1960. Price $6.50. 

This book is a compilation of the Annual Meeting 
of the American Psychopathological Association. 
Essentially, this book is an attempt to bring together 
the various so-called newer schools of psychoanalytic 
thought. They are represented mainly by 4 groups 
from 4 schools of psychoanalytic thought, exclusive of 
the so-called classic Freudian school. These groups 
are known as (1) the Sandor Rado “adaptational” 
approach; (2) The Flower-Fifth Avenue Medical 
Group, which emphasizes responses to cultural 
factors; (3) the Sullivan Group, represented best by 
Dr. Clara Thompson, whose major emphasis is on 
interpersonal relationships: and the Karen Horney 
group, which deals with the process of “self-realiza- 
tion.” 
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In evaluating these groups it is pretty clear that 
neither one has, or claims to have, exclusive monopoly 
on any one of these processes of personality develop- 
ment and its deviations. Each have taken an im- 
portant part of the total personality development in 
an attempt to elaborate and extend more completely 
the understanding of the total individual psycho- 
logically and in his responses to himself and his world 
around him. 

Actually, this book is not an attempt to find a more 
clear pattern of common denominator but to empha- 
size more fully each phase of personality development. 
The adaptational approach merely means an attempt 
to take the gross, often overly strong feelings of the 
early childhood based on approval and disappoint- 
ment, and place them on a more adult level where 
approval or disapproval does not form the main con- 
tent of emotional feelings. The so-called cultural ap- 
proach takes into consideration the importance of our 


own traditional total life experiences. Therefore, it — 


attempts to place in better proportion that part of our 
life that deals with what we have learned from pa- 
rents and from other significant people in our lives, 
without overemphasizing their importance. The inter- 
personal theory emphasizes the significance of re- 
latedness to other human beings and how the richness 
and variety of human nature is important to our own 
personal experiences. 

The theory of the self emphasizes the importance 
of relationship to oneself and the ability to take from 
the historical experiences of life (early childhood and 
cultural factors) and to make them an integral part 
of a person’s own life in the full context of what he 
really is as an adult. This book emphasizes the im- 
portance of the therapist’s working knowledge with 
all theories of human behavior so that he can be 
flexible enough to know what phase of personality 
difficulty needs the greatest concentrated effort. The 
book is of considerable value to all doctors of medicine 
since it tends to establish therapeutic positions, much 
as to the way different types of drugs are used for 
different clinical syndromes. 

Lastly, this book shows that psychoanalysts do not 
have to prove the exclusiveness of their own thera- 
peutic theory in order to feel scientifically secure. 

Norton Williams, M. D. 


BABIES BY CHOICE OR BY CHANCE. Alan F. 
Guttmacher, M. D. Doubleday & Company, Garden 


Jury, 1960 


City, New York. Price $3.95. 

The author of this book has long voiced, in scientific 
meetings, the views he now expresses for the general 
public. 

He is well known not only as an obstetrician and 
gynecologist, but particularly for his interest in in- 
fertility and planned parenthood. The book is written 
primarily for the laity in appropriate terininology. Dr. 
Guttmacher writes as frankly as he speaks—which is 
quite frankly. In various pages the book appears to 
be extracts of Dr. Guttmacher’s autobiography. His 
forthright views and recommendations on birth con- 
trol and artificial insemination will offend some. 

His impressive presentation of the world’s “popula- 
tion explosion”, should be thought-provoking to every- 
one. The chapter on therapeutic abortion is primarily 
of medical interest; while the one on the tragedies of 
criminal abortion affords valuable education for the 
layman. 

In my opinion, this is a controversial medical book, 
the recommendation of which for patient reading 
should be selective. 

J. Richard Sosnowski, M. D. 


CURRENT THERAPY-1960, Edited by Howard F. 
Gonn, M. D. W. B. Saunders Company, Philadelphia, 
1960. Price: $12.00. 

Any book running to twelve editions must be good. 
This annual volume has apparently established itself 
very well with the physicians of the country. Each 
year’s production is a new edition in a sense since 
there are many new writers added as older writers 
are replaced, and a constant rotation keeps the book 
fresh and informative. The articles represent the 
therapy currently used by men of high standing in the 
medical profession. It is not the type of thing which 
reports only recent advances, as quite possibly some 
of the current therapy may not be based on the most 
recent advances, or suspected advances. 

Altogether this should be an extremely valuable 
book for the practitioner. It is in pleasing format, and 
the index and references are well arranged. The re- 
viewer notes two South Carolinians among the rather 
numerous contributors—Dr. Lawrence Hester and Dr. 
John van de Erve, both of Charleston. 

This book can be recommended without reserva- 
tion. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. George Smith, Columbia, S. C. 


Recording Secretary: Mrs. George Dawson, Florence, S. C. 





ANNUAL REPORT—House of Delegates 
May 19, 1960 

As President of the Woman’s Auxiliary to the South 
Carolina Medical Association I proudly present our 
report for the year. We have had a splendid year, and 
each individual chairman has certainly done a superb 
job. 

Contributions for AMEF this year have totaled 
$1,713.87 which is an increase of $251.16 over last 
year; $96.75 was contributed by our State Board at 
the Fall Executive Board Meeting. We had some 
excellent projects throughout the state such as fashion 
shows, barbecues, Doctors’ Day celebrations, mem- 
orials, bake sales, dish towel sales, and selling of 
spices and vanilla. According to the membership, 
Horry, Pickens, Spartanburg, and Richland will re- 
ceive awards for highest per capita contribution— 
Spartanburg for the largest contribution—and_ Rich- 
land showing the greatest increase over last year. 

Recruitment of both nurses and in allied medical 
fields has always been one of South Carolina’s out- 
standing state projects. There are over 30 paramedi- 
cal or future nurses clubs in South Carolina with a 
membership of 700. The change from Nurse Recruit- 
ment to Paramedical Recruitment has had a good 
start in the State, and I feel sure that all counties will 
participate soon. This year a wonderful program was 
planned for the Future Nurses Rally with close to 300 
registrations to be held at Winthrop College in Rock 
Hill. It had to be cancelled due to the flu epidemic. 
The Student Loan Fund has suddenly become very 
active with three accepted applications at $1,000.00 
per year. 

Safety held an important spot with many county 
auxiliaries this year. Thirteen of our 18 auxiliaries re- 
sponded to the Safety Questionnaire mailed March 1, 
1960. A film, “Devil Take Us” was shown successfully 
in five high schools. Over 3,000 viewed this film. 6,000 
pamphlets on Digest of South Carolina Safe Driving 
Rules and “New Point System for Traffic Law Viola- 
tions” were given high school student and manu- 
facturing employees. One auxiliary had a booth in 
the County Fair with safety displays, posters, etc. One 
other auxiliary had a poison shadow box for display 
in hospital. 

South Carolina has gone all out to carry out the 
three projects set up by our AMA president, Mrs. 
Frank Gastineau—#1 Community Service, #2 
AMEF, #3 Legislation. 

As far as legislation goes, we have written 85 
letters to our representatives, congressmen, and sena- 
tors urging support of the Jenkins-Keogh Bill and 
non-support of the Forand Bill. Other organizations 
contacted concerning these bills were Federated 


Clubs, Junior Leagues, Garden Clubs, Church Groups, 
and Book Clubs. One auxiliary had personal contact 
with two representatives and their wives. Vice-Presi- 
dent Nixon received a telegram from our State Aux- 
iliary. A resolution from the State Medical Auxiliary 
is on record opposing the Forand Bill. 

Community Service, National's #1 project, was 
most outstanding in South Carolina. A total of 63,962 
hours was spent in Community Service throughout 
the state with about one half of the membership re- 
porting. I feel that if the entire membership had re- 
ported it would have certainly reached 100,000 hours. 
This work included United Fund, Cancer Drive, 
Polio Drive, Heart Drive, Girl Scouts, Salvation Army, 
King’s Daughters, Muscular Dystrophy, Family Ser- 
vice Association, PTA, Crippled Children, YMCA, 
YWCA, Tuberculosis, League of Women Voters, 
Mental Health, Nurse Recruitment, and in many 
capacities with the church. 

During 1959-60 our membership increased from 
825 members to 865 which is an increase of 40 mem- 
bers. We have 24 members at large and 3 deceased 
members. 

County auxiliaries worked with Mental Health and 
Civil Defense during the year. Six counties helped 
with Mental Health problems. During Mental Health 
week 18 auxiliary members of a local auxiliary 
registered guests at the South Carolina State Hospital. 
Another auxiliary gave $25.00 for the winning essay 
on Mental Health. All county auxiliaries reported co- 
operation with their local Civil Defense organization. 
Twelve auxiliary members reported having taken a 
course in Home Nursing and 26 reported as having 
taken courses in First Aid. Several of our members 
attended the National Security Seminar in Green- 
ville. 

We have a total of 150 subscriptions to National 
Bulletin from 17 counties. 

I must mention some of our outstanding voluntary 
service and philanthropic work. Sample drugs are 
collected from doctors for use in out-patient clinics; 
children on the Pediatric Ward are read to weekly; 
auxiliary members serve as Gray Ladies as well as 
work in hospital snack bars. I feel that the most out- 
standing work along this line has been one county’s 
training Future Nurse Club members as Nurse’s Aids 
with auxiliary furnishing uniforms, sleeve bands, pins, 
and caps. There are 40 girls in this class. One auxiliary 
brought in $2,790.00 in nickels and dimes by selling 
Easter lilies for the Crippled Children’s Society. 

Many activities took place to celebrate Doctors’ Day 
such as coffee parties, AMEF donations, giving red 
carnations to the doctors, suppers, etc. 

Fortunately, I was able to accept every invitation 
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received by county auxiliaries, and it was truly heart- 
warming to visit each one and see the various interests 
in different parts of the state. It is a year of my life 
that I shall always cherish. 

I wish to take this opportunity to tell each and 
every member of the South Carolina Medical Auxil- 
iary how proud I feel to have completed another 
successful year in Medical Auxiliary work. 

Mrs. John G. Ramsbottom, President 
Respectfully submitted, 

Five counties sponsored the Essay Contest this 
year, resulting in a first place state Winner, Green- 
ville and a third place state winner, Pee Dee. Green- 
ville won eighth place nationally. 


OFFICERS OF WOMAN’S AUXILIARY 


President 
Mrs. George W. Smith, Jr., Columbia 


Vice-Presidents 
Mesdames McMurry Wilkins, Jr., Greenville; M. E. 
Hutchinson, Columbia; Robert L. Sanders, Columbia; 
and Edwin L. Wallace, III, Barnwell. 


Recording Secretary 
Mrs. George R. Dawson, Jr., Florence 
Treasurer 
Mrs. L. Hayne Taylor, Jr., Greenville 
Historian 
Mrs. S. Edward Izard, Charleston 
President-elect 
Mrs. John S. Cuttino, Charleston 
Elected as delegates to A. M. A. Woman’s Auxiliary 
meeting to be held in conjunction with A. M. A. 
Meeting in Miami Beach: Mrs. John G. Ramsbottom, 
Mrs. George W. Smith, Mrs. R. L. Crawford, Mrs. 
Robert T. Jeanes and Mrs. Ralph Baker. 





TENTH ANNUAL 
POSTGRADUATE OBSTETRIC- 
PEDIATRIC SEMINAR 
ELLINOR VILLAGE, FLORIDA 
TENTATIVE PROGRAM 


Thursday—August 18, 1960—Helen W. Bellhouse, 
M. D., presiding 

7:15 A.M. Dutch Treat Buffet Breakfast 

8:45 A.M. Toxemia—Treatment of the Underlying 
Disease 
Speaker: Frank A. Finnerty, Jr., M. D. 
Discusser: Harry Prystowsky, M. D. 
Cause of Death in Toxemia as Found at 
Autopsy 
Speaker: E. J. Dennis, M. D. 
Discusser: Robert A. Ross, M. D. 
Open Discussion 
Care of Newborn in Last Trimester 
Complications 
Speaker: Mildred Stahlman, M. D. 
Discusser: Andrew E. Lorincz, M. D. 
Open Discussion 
The Effects of Toxemia of Pregnancy 
on the Newborn Infant 
Speaker: Gerard Odell, M. D. 
Discusser: Warren W. Quillian, M. D. 
Open Discussion 

1:00 P.M. Adjournment 

Friday—August 19—Harold A. Klingler, M. D., 
presiding 

7:15 A.M. Dutch Treat Buffet Breakfast 
Vaginal Examination at Term 
Speaker: Robert A. Ross, M. D. 
Discusser: 
Open Discussion 
Routine Postpartum Papanicolaou 
Smears 


Jury, 1960 


Speaker: Harry Prystowsky, M. D. 
Discusser: Luella Klein, M. D. 

Open Discussion 

Respiratory Emergencies of the New- 
born 

Speaker: Warren W. Quillian, M. D. 
Open Discussion 


Refreshment break 


Respiratory Distress Syndrome 

Speaker: Mildred Stahlman, M. D. 
Open Discussion 

Obstetric-Pediatric Panel—Anoxia, in- 
cluding Resuscitation of the Stillborn 
Moderator: Harry Prystowsky, M. D. 
Panelists: Drs. Odell, Stahlman, Quil- 


lian, Dennis, Ross, Ingram 
4:00 P.M. Adjournment 


Saturday—August 20—Hilla Sheriff, M. D., 
presiding 

7:30 A.M. Dutch Treat Buffet Breakfast 
Pediatric Panel—Bilirubinemia—A _per- 
sistent Problem in the Newborn 
Moderator: Warren W. Quillian, M. D. 
Panelists: Drs. Odell and Stahlman 
Preventive Obstetrics 
Speaker: Luella Klein, M. D. 
Discusser: J. M. Ingram, Jr., M. D. 
Open Discussion 
Coffee Break 
Obstetric Panel—Indications for Inter- 
ruption of Pregnancy and for Steriliza- 
tion 
Moderator: Robert A. Ross, M. D. 
Panelists: Drs. Dennis, Finnerty, In- 
gram, Klein, Prystowsky 

12:00 A. M. Adjournment 
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WATCH OUT! 

It is quite possible the powers that be in Washing- 
ton have more than one reason for complaining about 
the prices of drugs. Senator Estes Kefauver’s drug 
price investigating subcommittee would have us be- 
lieve that the government’s sole interest is “simply 
with the price of drugs—a price which must be paid 
by someone under any system of medical care”. I 
think there is a psychological reason which they hope 
to keep under cover. This Senate antitrust investiga- 
tion is just another cunning approach in the attempt 
to slip socialized medicine in at the back door. It ap- 
pears to me that Mr. Kefauver almost gave this fact 
away in his opening statement when he said: “It is 
not the purpose of these hearings to question in any 
way the American system of private medical _prac- 
tice.” I react to this statement in the same manner I 
would if a small boy should rush into my office and 
exclaim: “Doctor, someone batted a baseball through 
your back window—and I don’t want you to think 
that I did it.” 

If these investigators’ thoughts were just in the 
drug field, they should also be concerned about qual- 
ity as well as price. They certainly have shown a lack 
of interest in the cost of pharmaceutical research and 
manufacturing, and without research drugs would 
soon degrade in both quality and quantity. The 
Senator’s line of reasoning in advocating that druggists 
be allowed to use generic instead of brand names, 
would throw the drug business into a tail spin within 
a short time. If one company spends a million dollars 
to produce a new drug, and another concern is al- 
lowed to copy the formula, pay none of the research 
cost, and market the product at a low price, the re- 
sults would be disastrous. The better firms would go 
broke, initiative to find new drugs would be 
smothered and we would find ourselves advancing in 
reverse—back towards the “calomel and castor oil 
days.” 

I feel that these governmental probes are motivated, 
primarily, for publicity. If they can attract enough at- 
tention by their investigations of the major drug 
manufacturing firms, and lead the American people 
into believing that the prices of drugs are too high, 
it might be possible to gain a large number of sympa- 
thetic listeners. 

They hope to stir up enough interest in the drug 
controversy to swing the spotlight away from the doc- 
tors for a while, give us a breathing spell, make us 
feel complacent and lessen our vigil against legisla- 
tion like the Forand bill. It is their wish that we don’t 
get wise to their twofold purpose of these investiga- 
tions in relation to the Forand bill itself. First, they 
will attempt to convince the lay public that older 
people, on social security, will not be able to pay the 
high drug prices—and that the government should 
step in to help. Second, if these tactics could get a 
Forand type of legislation passed without enough 
medical publicity to stir up strong opposition—they 
would be in position to widen social security to cover 
everybody. Then we would have socialized medicine 


under another name. 

People, consciously, or unconsciously, associate 
drugs and physicians together. An aroused populace 
against drug prices would not be too friendly towards 
the medical profession. Such a situation would gain 
recruits for a more effective battle against the free 
practice of medicine. While we sit on the side lines, 
apparently unmolested, and watch the steam roller 
attempt to crush the drug firms, we must remain alert. 
We could get caught napping like Hitler did one time 
during World War II—when the Allied soldiers were 
issued heavy, long-handled underwear. As soon as 
the Germans got wind of it, they rushed up to Nor- 
way while our troops poured into Africa. It behooves 
us to watch out for all sorts of misleading tactics, be- 
cause this drug battle is only a sham attack. The 
medical profession is their chief objective. They hope 
to find time to reorganize their forces, turn upon us 
without warning and launch a surprise attack where 
and when we might least expect it. 

F. Clyde Bedsaul, M. D. 

Reprinted from Virginia Medical Monthly, 87:175, 
April, 1960. 


The Journal has received a yellowed and aged 
clipping on which someone has written “Big Lie’— 
probably he was right. At any rate, here is the clip- 
ping: 

A REMARKABLE BIRTH 
A Woman Supposed to Be Dead Becomes 
the Mother of a Child 

Cotums.a, S. C., Nov. 25 (Special).—An extra- 
ordinary occurrence is reported from Summertown, 
Clarendon County. A colored girl, 17 years old, who 
had been ill several days, died last Wednesday. The 
body was properly prepared and dressed for burial 
and placed in a coffin, the negroes of the neighbor- 
hood holding their customary noisy “wake” over the 
corpse all through Wednesday night. The funeral 
services were held in the colored church on Thursday 
atternoon and the body was to be interred in a 
graveyard about two miles distant. When the cortage 
had reached a point within fifty yards of the ceme- 
tery the pall-bearers were startled by a crying noise 
somewhat resembling the mewing of a cat, apparently 
emanating from the coffin. The procession was 
halted and after considerable discussion it was re- 
solved that the coffin should be opened. 

Upon removing the lid it was found, to the great 
consternation of the funeral party, that the woman 
was alive, but unconscious, and that a newborn babe 
shared with her the narrow bed. Several of the pall- 
bearers and mourners were terror-stricken and fled. 
Those who remained, however, ministered to the 
wants of the women and her infant and in a short 
time both were taken to a neighboring house where 
they received kindly and necessary attention. At last 
accounts the mother was doing well, there being 
every indication of her complete recovery, whilst the 
infant is hearty and robust and is flourishing as well 
as any pickaniney born under ordinary conditions and 
circumstances. 
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when you see 
Signs of 
anxiety-tension 
specify 


D ? 
a tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


Ti Thaw 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand; P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 


SEARLE 





The Diabetic’s Handbook, 2d Edition. By Anthony 
M. Sindoni, Jr., M. D. Price, $4.50. Pp. 285. The 
Ronald Press Co., 15 E. 26th St., New York 10, 1959. 

It was a wild, tempestuous night toward the close 
of November. Outside, the wind howled down Baker 
Street while the rain beat fiercely against the win- 
dows. Sherlock Holmes and I had sat in silence all 
the evening, he deep in a volume upon diabetes which 
had been sent to me for review, I dreaming over my 
Afghan experiences. Finally, Holmes passed me the 
book and drew his chair closer to the fire. While I 
examined the work, he smoked another pipe of his 
shag tobacco. 

“Well, Watson, what do you make of it?” 

“I think,” said I, following as far as I could the 
methods of my companion, “that the author has 
written a handbook for the patient. In simple, easily 
understood language, he outlines for the diabetic the 
latest knowledge he must have and the exact instruc- 
tions he must follow in order to lead the most normal 
life possible. The author is one of America’s leading 
experts on diabetes and has collaborated with eighteen 
internationally known physicians from five Phila- 
delphia medical schools. You seem surprised, Holmes, 
with the rapidity of my observations. I followed your 
own methods, of course, but was able to obtain the 
information quickly from the dust cover of the 
book.” 


“As I observed,” said Holmes. 


“TI therefore conclude,” I continued, “that the book 
is authoritative and clear, and that this is an excellent 


volume for the medical man to recommend to his pa- 
tients.” 


“Really, Watson, you excell yourself,” said Holmes, 
“I am bound to say that your opinions stimulate me.” 

“Has anything escaped me?” I asked with some 
self-importance. “I trust that there is nothing of con- 
sequence which I have overlooked?” 

“I am afraid, my dear Watson, that most of your 
conclusions were erroneous. When I said that you 
stimulated me I meant, to be frank, that in noting 
your fallacies I have occasionally been guided toward 
the truth.” 

“Then do you mean to tell me, Holmes, that this 
book is of no value?” 

“I did not say that, Watson, I merely observed 
that you have based your conclusions upon the un- 
reliable data of a dust cover. The book is clearly of 
some value, since this is the 2nd Edition. However, I 
think that the writing is so devious as to confuse those 
of limited powers, such as our acquaintances Lestrade 
or Gregson. I note that there are some factual errors, 
Watson. On page 14, it is said that the composition 
of insulin is unknown, with which I fancy Sanger 
might disagree. On page 155, the patient is 
recommended to test the urine at least twice a week, 
a practice which leaves something to be desired. Al- 
though the book was published in 1959, there is no 
mention of Clinitest tablets, which I have heard you 
recommend. These errors will not dismay the reader 


who rates the spirit higher than the letter. But, my 
dear Watson, it is the spirit of the book which appears 
to me to be lacking, for it has seemed to me that the 
keynotes of teaching the laity are simplicity and en- 
couragement. Much of the technical information con- 
tained in this volume may bore or even misguide 
your patients.” 


“But, Holmes, the dust cover————___—_ 

“Simplicity itself, Watosn. I have always attempted 
to show you that you should check your data. I must 
confess that I am myself the author of a trifling 
monograph upon dust covers. In it, I enumerate 127 
different forms of book jackets, with colored plates 
illustrating the methods of the various publishing 
houses. Dust covers continually turn up in reference 
to book reviews ana are sometimes of supreme im- 
portance as a clue. Did you confirm that the writing 
was simple and easily understood? Have eighteen 
internationally known physicians contributed to the 
book? Have you considered whether this may not be 
a disadvantage? Come, my dear Watson, I fancy I 
hear a hansom outside, and more important matters 
await our attention... .” 


Daniel B. Stone 
Arch. Int. Med. March, 1960 


Does the patient sleep? Karl M. Lippert, M. D. 
(Columbus, Ohio) (Tri-State M. J. 7: 8-11, Jan. 
1960 ) 


Simple observation of a patient will not determine 
whether he is asleep or in a coma. Coma is a form of 
deep sleep which cannot be reversed as a simple 
response to ordinary physical stimuli such as sound, 
touch, cold or heat. Any system whereby hypoxia in 
the brain cells is produced will bring on sleep. If 
hypoxia of the cells advances beyond \an immediate 
reversable state, coma ensues and may ‘continue to an 
irreversible state or death. The direct effect on brain 
tissue of hypoxia is a lowered pH and hydration of 
the protein colloid in the cellular matter. Although 
the increased hydration affects all tissues simiiarly, in 
the closed calvarium 5% increase (swelling) of the 
brain volume will produce coma and 8% will result 
in death. These figures become significant when it 
is pointed out that a slice of normal brain laid in a 
1/10,000 normal lactic acid solution will increase its 
weight 200% in 24 hours (1/10,000 normal solution 
lactic acid is too weak to give usual sour taste to 
solution ). 

Some diseases which affect the brain through 
altered hydrophilic properties are diabetes, uremia, 
cardiac failure, chemical poisonings, light metal 
poisonings, certain drug excesses, and sequelae of 
anesthetia agents. 

Treatment of this excessive brain edema requires 
the judicious use of electrolyte and carbohydrate 
solutions intravenously. Also, in cases of coma result- 
ing from trauma to the brain, spinal fluid drainage 
and cranial decompression may be required. 
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